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WHEN PATIENT seeks medical care because 
ecchymoses, petechiae, spontaneous bleeding from 
mucous surfaces abnormal bleeding following 
trauma, the procedure followed the same 
would for any other patient. Hemorrhagic 
phenomena are manifestations disease varied 
etiologic factors. The primary disease may involve 
any organ the body the body whole. 
therefore necessary utilize all the diagnostic 
tools, including history, physical examination and 
screening laboratory procedures well special 
tests. the purpose this paper discuss the 
role that the history and the physical examination 
play the diagnosis diseases characterized 
hemorrhage. 


HISTORY 


The “present illness” patient with hemor- 
rhagic phenomena should start the time birth, 
since diseases characterized abnormal bleeding 
may hereditary and since the defect likely 
become manifest infancy early childhood. 
All persons are continually subjected tests 
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Careful and complete history and physical ex- 
amination are essential the diagnosis dis- 
eases characterized hemorrhage and are more 
reliable than laboratory tests for the prediction 
the tendency bleed the time surgical 
operation. Specific questions should asked 
about bleeding from various anatomical sites, 
allergic manifestations, diet, and exposure 
poisons and substances. Because hem- 
orrhagic diseases may hereditary, neces- 
sary obtain family history. there per- 
sonal family history abnormal bleeding, 
the examiner should obtain exact details about 
the events immediately preceding the bleeding 
episodes, the character and duration the hem- 
orrhage and the response therapy. 

The history particularly important the case 
patients who are have operation. Failure 
obtain history past bleeding episodes may 
catastrophic. patients with bleeding tend- 
encies who require operation, the history val- 
uable predicting the severity the bleeding. 

Physical examination including examination 
retina, breast and pelvic organs will often 
detect evidence lesions that are helpful 
the diagnosis the primary diseases which 
the hemorrhage manifestation. The loca- 
tion, distribution, character and number hem- 
orrhagic lesions are value diagnosis and 
prognosis. 


trauma and often react characteristic ways 
injuries. Persons normal environments bump into 
objects, are cut, scratched, bitten and spanked. 
Sneezing, coughing, vomiting, defecation, shaving, 
cleaning the teeth, menstruation, the wearing 
tight clothing and assumption the upright posi- 
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tion produce stresses the vascular system. In- 
quiry should made concerning accidents, surgi- 
cal operations, extraction teeth and childbirth. 
patient one more years age and his system 
review reveals tendency bruise easily and 
abnormality hemostasis following trauma, and 
particularly there has been abnormal bleeding 
following cuts, fractures the extraction teeth, 
one safe assuming that hereditary hemorrhagic 
disease does not exist. 

Many people who bruise easily who bleed ab- 
normally have history allergic sensitivity; 
hence, important ask specific questions about 
eczema, urticaria, erythema, hay fever, asthma and 
sensitivity foods and drugs. 


The history should also include inquiry about 
exposure chemicals, sprays, insecticides, cleaning 
solutions and solvents the home and work. 
list should made all drugs taken mouth 
parenterally. the patient has been taking medi- 
cines, the timing the hemorrhagic state rela- 
tion the taking given drug important. 
Many patients not consider that given sub- 
cian. therefore necessary ask about sleeping 
pills, hair rinsing fluids, cosmetics and deodorants, 
contraceptives, douches, powders, salves, lotions, 
headache remedies, cathartics, mouthwashes, gar- 
gles and hair dyes. 


The history should also include questions con- 
cerning the diet. deficiency vitamin may 
the cause scurvy which characterized gum 
bleeding, ecchymosis and subperiosteal hemorrhage. 
Deficiencies protein, calcium, iron and vitamins 
are seldom the primary cause bleeding, but often 
are factors exaggeration the hemorrhagic state. 


important inquire carefully about events 
preceding the last hemorrhagic episode and particu- 
larly inquire about “colds,” “sore throat” and 
“fever.” Patients with thrombocytopenic purpura 
often give history infection the respiratory 
tract, exanthema other febrile diseases occurring 
one two weeks preceding the onset hemor- 
rhagic phenomena. 


particularly important obtain past and 
present history hemorrhagic phenomena pa- 
tients admitted surgical services. Failure ob- 
tain careful history may lead serious conse- 
quences exemplified the following cases. 


boy was admitted with large fluctuant 
hematoma the thigh, which appeared following 
minor fall. inquiry was made concerning his 
past history. The hematoma was lanced and drained, 
following which there was massive bleeding, which 
could not readily controlled and which necessi- 
tated multiple transfusions. The history obtained 
later revealed that the patient previously had had 
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many similar extravasations blood into the soft 
tissues, that had several ankylosed joints, that 
bled severely following minor cuts and that 
had siblings who were “easy bleeders.” 


young man was admitted the neuro- 
surgery service because head injury received 
automobile accident. the time the patient was 
admitted was mentally clear and all vital signs 
were normal. Several hours later lapsed into 
coma and died. The family later volunteered the 
information that the patient had always bled easily 
following trauma and that had been diagnosed 
having “hemophilia.” the history previous 
bleeding had been obtained from the patient and 
transfusions had been instituted the time ad- 
mission, the catastrophe might have been averted. 


Patients with defects coagulation mechanisms 
develop conditions requiring surgical procedures 
patients with normal hemostatic and coagulation 
mechanisms. such persons the history great 
value predicting the degree difficulty 
expected and the calculated risk that the patient 
must assume. For example: 


patient with capillary purpura due 
hereditary capillary fragility 
bled excessively each menstrual period. spite 
the excessive blood loss, the patient had not be- 
come anemic, she had borne two children without 
requiring transfusions and had had several teeth 
extracted with some difficulty hemostasis, but 
with massive bleeding. The bleeding time was 
only slightly prolonged. view the history 
minor bleeding following trauma, was the opinion 
the consultant that hysterectomy could per- 
formed with reasonable safety. There was only mod- 
erate difficulty hemostasis the time opera- 
tion and postoperative bleeding. 


patient with massive ecchymoses 
legs and arms, thought due sensitivity 
drugs, did not bleed abnormally the time 
biopsy cervical lymph node. the basis 
this history and spite the positive physical 
signs, was recommended that 
monary operation was possible. Lobectomy was 
accomplished without unusual loss blood. 


patient with meningioma gave his- 
tory extravasations blood into muscles, caus- 
ing disability and severe bleeding following trauma, 
and necessitating transfusions. The patient assumed 
the grave risk hemorrhage rather than choosing 
die brain tumor. The operation could not 
completed, for the bleeding was excessive the 
incision line that the skull flap could not exposed. 

the patient gives history bleeding, the phy- 
sician should obtain details about the timing the 
hemorrhage relation the trauma, severity 
the hemorrhage and the duration and response 
therapy. Patients tend overemphasize bleeding 
and many patients think that they are “easy bleed- 
ers” when they are not. Occasional epistaxis and 
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bruises are expected every normal person. 
Bleeding serious nature when causes the 
patient seek medical aid, receive transfusions 
admitted the hospital. Bleeding following 
extraction teeth probably significant the 
bleeding continues through the second and third 
day. Difficulty hemostasis the time tonsillec- 
tomy more significant than hemorrhage one week 
after the operation. Bleeding from gums following 
cleaning teeth significant there are clots, 
blood the pillow 


FAMILY HISTORY 


The family history essential hemorrhagic 
diseases because there are many kinds abnor- 
mality that are genetically determined. The simplest 
way record the results family survey 
means genetic diagram with symbols repre- 
sent the type abnormality noted siblings, chil- 
dren, parents, grandparents, uncles and aunts. 

The physician should not content when pa- 
tient recalls that given member the family was 
bleeder, but should obtain much detailed in- 
formation possible concerning the nature the 
bleeding. Without such information, erroneous con- 
clusions could drawn. Thus, Uncle Charlie bled 
death, but his arm was cut off sawmill acci- 
dent. Aunt Susie died the time labor from 
blood loss, but she had previously given birth six 
children without difficulty. The cause her death 
was placenta previa and afibrinogenemia. 

The absence history known bleeders 
family does not exclude the possibility heredi- 
tary disease, for the abnormality may not ex- 
pressed for several generations may mild 
unnoticed, Many patients not have 
enough siblings relatives permit hereditary 
trait become manifest. 


PHYSICAL EXAMINATION 


The physical examination often reveals abnor- 
malities that are value the diagnosis hemor- 
rhagic diseases. Ophthalmoscopic examination may 
reveal petechiae, which are helpful the diagnosis 
subacute bacterial endocarditis patient 
whom the major signs may intestinal bleeding. 
Retinal tubercles may aid the establishment 
the diagnosis miliary tuberculosis that may 
the cause pancytopenia and thrombocytopenic 
purpura. Retinal hemorrhage, together with the 
finding ecchymosis the thigh and positive 
reaction tourniquet test and slightly pro- 
longed bleeding time, may great value the 
differential diagnosis retinal thrombosis and sys- 
temic hemorrhagic disease. Telangiectatic lesions 
the skin, nailbeds, lips mucous membranes may 
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the key unexplained bleeding from the nose, 
lungs, gastrointestinal urinary tracts. Spider nevi 
suggest liver disease. smooth tongue and loss 
vibration sense may clue the diagnosis 
pernicious anemia, which sometimes character- 
ized bleeding. 

Examination breast may reveal small car- 
cinoma which its metastatic spread may cause 
thrombocytopenia and uterine hemorrhage. 

Jaundice warning signal and indication 
for withholding surgical operation until prothrom- 
bin activity and other tests have been evaluated. 

Careful physical examination should always 
done before surgical operation. Petechiae, ecchy- 
mosis, gingival bleeding and appearance blood 
the nares are warning signals. Nurses, aides and 
technologists should alerted and instructed 
call the attention the physician any sign 
blood sputum, vomitus feces. Abnormal bleed- 
ing from the skin following hypodermic injections 
needle puncture wounds, recurrence bleed- 
ing after preliminary cessation bleeding may 
major significance, particularly the patient has 
been admitted for surgical treatment. 

The location and the distribution the hemor- 
rhagic lesions are diagnostic importance. senile 
purpura the ecchymoses are usually over the backs 
the hands and over the shins and the tops the 
feet. capillary purpura due allergic sensitiv- 


(Schénlein-Henoch type, nonthrombocytopenic 


purpura), the petechiae are most prominent over 
the pressure points, such the backs the elbows, 
the buttocks and the knees. this disease the hem- 
orrhagic phenomena are with swol- 
len, tender and painful joints and sometimes with 
hematuria and melena. Petechiae due thrombo- 
cytopenic purpura are most likely occur over the 
lower legs and arms and the mucous membranes. 
fat emboli the fine, brownish petechiae are likely 
prominent over lateral chest wall and axilla. 
erythema multiforme exudativum (Stevens-John- 
son syndrome) the hemorrhagic lesions may lim- 
ited the mouth and mucous membranes, 

Petechiae limited the face, neck and shoulders 
suggest vascular disease due increased venous 
pressure such occlusion the superior vena cava 
stasis blood the head due breathholding 
severe coughing. Hemorrhagic lesions the ab- 
domen, legs arms may due tightly fitting 
elastic garments. 

Massive extravasation blood with stocking and 
glove patterns the extremities are characteristic 
purpura fulminans. These are probably severe 
form allergic purpura which there vascular 
disease with occlusion major blood vessels. 
many the severe infections there may petechiae 
all over the body due hemorrhagic emboli 
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seen meningococcic septicemia. The rose spots 
typhoid fever, the hemorrhagic extravasations 
rickettsial disease and the hemorrhagic rashes seen 
some patients with exanthematous diseases are 
examples hemorrhagic phenomena which are 
manifestations lesions the vascular bed leading 
the escape erythrocytes. 

The presence hemorrhagic lesions that are 
atypical and are difficult correlate with any clin- 
ical pattern should make one consider self-inflicted 
lesions (purpura factitia). narcotic addict or- 
der obtain morphine complained severe kidney 
colic and added blood her urine and induced 
bleeding needle puncture wounds the skin 
order make the claims hemorrhage more im- 
pressive. patient desiring attention and sympathy 
took Dicumarol order produce hematuria and 
other hemorrhagic phenomena. Hemorrhagic lesions 
are most commonly inflicted accessible areas, 
such the forearms and thighs and are not present 
the posterior surfaces which are more difficult 
reach. The examiner should always closely in- 
spect hemorrhagic lesions for tooth and fingernail 
marks and for puncture wounds the center 
them order make sure they are not self- 
inflicted. 

Morphological characteristics the skin lesions 
may value diagnosis. Multiple petechiae 
which are pinhead size are suggestive thrombo- 
cytopenia systemic vascular disease. Larger ec- 
chymoses without petechiae suggest defect the 
coagulation components. Hemorrhages into the mus- 
cles, joints deep extravasations blood along 
fascial planes suggest defects plasma components 
such occur hemophilia, fibrinogenopenia and 
diseases caused increase anticoagulants. 

Large bruises the superficial skin, particularly 
the thighs and the upper arms following minor 
trauma, without associated bleeding into the mus- 
cles and joints and without abnormal bleeding 
the mucous surfaces, are suggestive purpura sim- 
plex “easy bruisability.” Usually, the labora- 
tory tests are negative these patients with the 
possible exception positive reaction tourni- 
quet test and slightly prolonged bleeding time. 

Many apparent hemorrhagic abnormalities are 
due thrombotic phenomena. Skin lesions due 
thrombi are likely have relatively pale center, 


surrounded area ecchymosis, whereas 
hemorrhage likely most pronounced the 
point vascular rupture, with fading out ex- 
travasation peripherally. Hemorrhagic lesions 
allergic basis are often elevated and may itch. Itch- 
ing hemorrhagic lesions with linear petechiae along 
with scratch marks are evidences allergic cause. 

The age the patient important determin- 
ing the nature the hemorrhagic lesions. in- 
fants with hemophilia hypoprothrombinemia, 
the superficial hemorrhages into the skin, which has 
excellent elastic tissue, may remain tightly com- 
partmentalized areas, producing nodules that re- 
semble tumors. older patients similar hemor- 
rhages spread rapidly into the subcutaneous tissues 
and produce large, flat ecchymoses such are seen 
senile purpura. 

Bleeding from more than one site always 
greater significance than hemorrhagic phenomena 
from single area. Thus, obstetrical patient who 
labor and bleeding severely from the uterus 
likely have fibrinogenopenia there the 
same time bleeding from the gums and extravasa- 
tions blood the site needle puncture wounds. 
patient with bleeding from the uterus only, with 
other signs abnormality revealed physi- 
cal examination and screening hemorrhagic studies, 
probably has local lesion, rather than systemic 
disease. 

The history and physical examination together 
with screening laboratory tests such hematocrit 
and examination specimen blood, including 
thrombocyte evaluation, are more reliable pre- 
dicting the tendency bleed the time opera- 
tion than are the bleeding time and coagulation 
time. the patient who scheduled for operation 
for biopsy bleeding from any site, there 
are symptoms signs abnormality vascular 
plasma coagulation components, preoperative 
hemorrhagic studies are indicated. the other 
hand, routine preoperative hemorrhagic studies are 
not indicated the case patients who are not 
bleeding the time, who have personal and 
family history negative for abnormal bleeding and 
signs abnormality the time physical 
examination. 

42 Dunlap Street, Memphis 7, Tennessee. 


This concludes Part article two parts. Part 
will published next month. 
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RECENTLY number investigators have advocated 
definitive therapy for varicose veins during preg- 
nancy. Some them have recommended radical 
longer any doubt that extensive operation veins 
reasonably safe during pregnancy, but recom- 
mend that done routinely for varicosities 
pregnant women would seem disregard the fact 
that the aggravating factor bringing about the 
varicose condition not removed. Many the pro- 
ponents sclerotherapy are enthusiastic about the 
method, and some cases carry their therapy the 
eighth However, one must bear mind that 
the use sclerosing agents intact saphenous 
trunk entails the hazard uncontrolled ascending 
thrombophlebitis. Advocates each these forms 
therapy have cited good immediate results. studies 
that made results some time after such treat- 
ment, however, justification was found for en- 
thusiasm for any form definitive treatment during 
pregnancy. 

(in whom pregnancy was not factor) treated 
radical varicose phlebectomy, recurrence rate 
4.5 per cent after months longer was noted. 
contrast, varicosities recurred five seven pa- 
tients who were operated during pregnancy 
whom pregnancy was factor later (Table 1). Weis- 
varicose veins pregnancy noted that had had 
previous therapy for the condition, including radical 
operations two cases. 


many cases recurrence directly attributable 
factors other than the congenital absence 
deficiency venous usually noted sim- 
ple varicosis. The increase total volume blood 
and the local increase volume the pelvic veins 
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Management Varicose Veins During Pregnancy 


GREENSTONE, M.D., CRAIG HERINGMAN, M.D., 
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The incidence recurrences after radical 
venous operations done during pregnancy 
where pregnancy has occurred subsequently 
much higher than cases which preg- 
nancy not factor. These discouraging results 
are due increased venous pressure, obstruction 
the venous drainage the lower extremities 
and hormonal factors. The management vari- 
cose veins during pregnancy should con- 
servative means consisting proper elastic sup- 
port, elevation the extremities night and 
during rest periods the day, avoiding static de- 
pendency the legs, and control body weight. 
event venous stasis and severe symptoms 
varicosis that cannot controlled conserva- 
tive measures, limited surgical intervention in- 
dicated. This should consist high ligation and 
division the involved venous trunk and the 
immediate tributaries. Radical extirpation var- 
icose veins should reserved until further preg- 
nancy not contemplated. 


due uterine growth and increasing arteriovenous 


fistulae the placenta’! must considered. Vary- 


ing degrees obstruction venous drainage from 
the lower extremities may caused pressure 
attributable the position and size the uterus, 
length and mobility the supporting ligaments, size 
the pelvis tone the abdominal muscles. Early 
pregnancy, even before the placenta formed 
and before the uterus large enough cause 
pressure, varicosities may appear large numbers. 
This probably the effect hormonal changes. 
direct measurement"! popliteal vein pressure 
pregnant women was found that, patients 
who had edema varicose veins both, in- 
crease pressure consistent with obstruction devel- 
oped exercise. patients without edema 
varicosities, the change pressure between resting 
and exercising was within normal limits. the case 
patient who had edema and varicose veins 
one leg and none the other leg, the pressure 
studies indicated obstruction the affected side 
only. The obstructive factor paramount im- 


Cases Patients 


VOL. 87, NO. DECEMBER 1957 


TABLE Radical Varicose Phiebectomy 


Good Result Unsatisfactory 
Limbs Number Per Cent Number Per Cent 
110 105 95.5 4.5 
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portance the etiology unusual kinds varices 
observed pregnancy, such gluteal and vulvar 
varicose veins. Such varices indicate communica- 
tions between superficial veins and the deep pelvic 
system and are most likely disappear completely 
the postpartum period. Furthermore, varicosities 
whose main origin the gluteal and pudendal 
tributaries the hypogastric venous system are not 
especially affected operation directed the 
saphenous system. Also, the more radical procedures 
proposed for use during pregnancy will not ade- 
quately solve the problem incompetent perforators 
long the aggravating feature increased deep 
venous pressure, due the obstruction the pelvic 
veins the growing pregnancy, exists. 

some extent varicosis pregnancy rever- 
sible process, and the milder forms may resolve com- 
pletely the postpartum period. certain degree 
resolution the more severe forms varicosis 
can also expected following pregnancy, depending 
upon the tissue elasticity the individual. 

From clinical observation and what known 
the pathological changes that take place the de- 
velopment varices, clear that radical surgical 
treatment varicose veins during preceding 
pregnancy only temporary value. Moreover, 
once extensive operation has been done, the an- 
atomical relationships are distorted and the nor- 
mal landmarks disturbed that impossible 
carry out proper surgical later—a 
serious consideration light the high rate 
recurrence. Hence, the basic management all de- 
grees varicosis during pregnancy should con- 
servative. 


keystone conservative medical management 
adequate elastic support consisting medium 
weight elastic stocking extending from the toes the 
midthigh. The support must sufficient strength 
keep the varicosities fully compressed when the 
patient standing. addition, elevation the foot 
the bed six-inch blocks and frequent rest 
periods during the day with the legs elevated above 
the level the heart will help promote venous 
return. During the last few weeks pregnancy this 
position may have discontinued the enlarged 
uterus causes dyspnea. Prolonged standing one 
position sitting with the feet dependent should 
avoided. The patient must not use circular elastic 
garters. Finally, weight gain should kept 
minimum and obese patients should encouraged 
lose weight. These simple measures will adequately 
control minimal and moderate varices, and many 
cases will control the symptoms severe varices. 

Surgical intervention during pregnancy indi- 
cated only for severe symptoms, clearly due vari- 
cosis, because objective findings that are 
manifestations progressive venous stasis. One 
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would consider operation for woman who has pro- 
nounced sensation heaviness, fullness pain 
the legs that cannot relieved elastic support, 
who has signs venous stasis such dermatitis, 
increasing pigmentation ulcer formation uncon- 
trolled conservative means. 


For such patients limit the surgical procedure 
high ligation and division the main incom- 
petent venous trunks and division the immediate 
tributaries. This procedure, whether involving the 
long the short saphenous veins, can easily 
carried out between the third and seventh months 
pregnancy, using local anesthesia and permitting the 
patient remain ambulatory. simple procedure 
effective interrupting the head pressure 
the long short saphenous system. Combined with 
proper medical management this procedure will 
effectively control the symptoms severe varices. 
Neither surgical operation nor sclerotherapy should 
ever advised for cosmetic reasons during preg- 
nancy. Furthermore, one should not lose sight the 
fact that gravid women the surgical procedure 
only palliative. the end childbearing activity 
significant varicosis can then properly treated 
radical and completely eradicated. 


Acute thrombophlebitis the long short sa- 
phenous system problem somewhat apart from 
simple varicosis. This complication should treated 
prompt interruption the affected vessels 
their proximal ends prevent entry the thrombus 
into the deep system. The use anticoagulants has 
place the treatment this particular compli- 
cation. 

14140 Ventura Boulevard, Sherman Oaks (Greenstone) 
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Discussion McCAUSLAND, M.D., Los Angeles 


The authors are commended for their com- 
mon sense and conservative approach this most 
neglected yet important complication pregnancy. 
concur with their ideas. However, addition 
their comments, sure injection and hormonal 
therapy have definite place the treatment 
varicose veins during pregnancy. 

The fact that there considerable recurrence 
rate after operation injection both pregnant 
and nonpregnant patients evidence that the under- 
lying cause varicose veins not being eradicated. 
Only the isolated varicosities are being destroyed 
and long the basic etiological factors are pres- 
ent, other varicosities may occur over period 
years. 

This brings one the intriguing question 
etiology, and there are many theories. Certainly 
pressures from the enlarging uterus, increased vol- 
ume blood and increased cardiac output cannot 
the only factors, since see varicose veins de- 
veloping the early weeks pregnancy. Hormonal 
factors must play important part. 1939 
found that 150 varicose vein cases analyzed, 
there was very low incidence abortion. This 
pointed relatively high level progesterone 
which felt might not only relax the uterus, but 


also would relax smooth muscle veins, ureters, 
gallbladder and intestines. With this mind 
selected group with pronounced telangiectasis un- 
suitable for injections were treated with estrogen 
attempt correct the imbalance the estrogen- 
progesterone relationship. The results were most 
gratifying. Hormonal therapy best suited for pa- 
tients with decided telangiectasis unsuitable for 
injections and where elastic support cannot ap- 
plied. Stilbesterol, mg. three times day, usu- 
ally adequate. 

pregnant women and may carried out any 
month pregnancy the same tests (Trendelenburg 
and Von Perthes’) and the usual surgical precau- 
tions are used. This borne out reports large 
series cases this country and abroad. (21,000 
cases Margaret Hague Maternity Hospital; 600 
cases Rotunda Hospital and estimated 2,000 
cases the Los Angeles City Maternity Clinic and 
private practice.) isolated varicose vein feeding 
telangiectatic area particularly well suited for 
injection, and excellent results are obtainable. The 
telangiectatic spread will thus stopped. 

Yet find that with better elastic supports now 
available fewer injections are given and less hor- 
monal therapy used private practice. 


agree that there are situations which radical 
venous operation should done—but, rule, 
only after varicose veins have involuted much 
they will, which occurs about the third postpartum 
month, and preferably after further pregnancies 
are contemplated. 


Social Security Footnotes 


THE FIRST FIVE MONTHS the 85th Congress, the lawmakers introduced 
more than hundred bills designed broaden the Social Security program 
one way another. Such open-handed proposals invariably win acclaim, and 
more tangible rewards the polls, for their sponsors. But the alarming fact 
that years ahead schedule, the growth the Old Age and Survivors Insur- 
ance Trust Fund has come end. the moment paying out more than 
taking in. This unexpected deficit should serve red flag the Treasury, 
the taxpayer, and all those who are looking forward one day receiving retire- 
ment checks their own. However generous its motives, even federal pension 
fund cannot incurring obligations which exceed its resources. 


—From the Department Public Relations. American Medical Association 
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Surgical Treatment 


PHARYNGOESOPHAGEAL DIVERTICULUM uncom- 
mon, acquired abnormality, usually seen elderly 
persons. Invariably causes symptoms severe 
warrant surgical correction. 

The present management pharyngoesophageal 
diverticula another example the progress 
surgical techniques recent years. Many surgeons, 
including Lahey,? who has been particularly inter- 
ested this abnormality, have recommended that 
the surgical correction pharyngoesophageal diver- 
ticula performed two stages. staged pro- 
cedure has been advocated order minimize the 
rate recurrence, the incidence postoperative 
fistula, mediastinitis and wound infection. recent 
years, and others have recom- 
mended that primary repair diverticula per- 
formed. 

During the past twenty years the University 
California Hospital, all pharyngoesophageal diver- 
ticula have been repaired one operative procedure. 
The operations were done the resident staff 
well the attending staff. The results this series 
operations appear substantiate our opinion that 
two-stage procedure does not minimize the mor- 
bidity and mortality rate more than primary defini- 
tive operation. 

The majority the patients the series were 
the later decades life (Table 1). Sixty-eight the 
patients were more than years age. The 
symptoms this series were variable, but the most 
consistent complaints included some degree diffi- 
culty swallowing, and regurgitation. Other com- 
mon manifestations diverticula are excessive 
salivation, recurrent attacks coughing choking, 
gurgling noises the throat, voice changes, and 
fullness the neck. addition, many patients fre- 
quently awakened the night because their mouths 
were filled with fluid previously ingested food. 
Many patients described difficulty swallowing 
solid food and said that they often washed solid 
foods down with liquids resorted primarily 
liquid diet. Complete obstruction from 
pharyngoesophageal diverticulum 


From the Department of Surgery, University of California School of 
Medicine, San Francisco 22. 


Presented before the Section on General Surgery at the 86th Annual 
California Medical Association, Los Angeles, April 28 to 
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Pharyngoesophageal Diverticula 


ORVILLE GRIMES, M.D., and FREDERICK BINKLEY, M.D., San Francisco 


diverticula observed the University Califor- 
nia Hospital between 1920 and 1955 was re- 
viewed. cases surgical repair either 
one-stage two-stage operation was carried out. 
Comparison the results both methods ap- 
pears justify the opinion that pharyngo- 
esophageal diverticula should repaired one 
stage practically all instances. 


therefore, pronounced loss weight and obvious 
malnutrition are rare. considerable number 
the patients the present series had annoying 
symptoms for years before requesting definitive 
therapy. 

The symptomatology usually suggests the correct 
diagnosis, but confirmation depends upon accurate 
radiologic studies. Endoscopic examination rarely 
value and not recommended, since the com- 
plications from such procedure may extremely 
serious. Lateral and oblique views following bar- 
ium swallow are diagnostic, but anterior-posterior 
roentgenograms may misleading. occasion, 
other esophageal defects such esophageal web, 
may simulate the roentgenologic appearance 
projection, however, the roentgenograms demon- 
strate the characteristic initial filling the diver- 
ticulum with barium, followed spilling over 
the barium into the proximal esophagus. Complete 
filling the diverticulum invariably will ob- 
served before any the barium seen pass 
into the esophagus. 

the diverticulum enlarges and becomes more 
dependent, the opening into the esophagus distal 
the diverticulum becomes more displaced anteriorly 
laterally. The large diverticulum direct 


TABLE 1.—Age Patients Time Operation for Pharyngo- 
esophageal Diverticula 


Age Number of Patients 
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jugular 


Divertic 


Posterior esophagus 


Figure pharyngoesophageal diverticulum usually presents the midline posteriorly, the level the crico- 


pharyngeus muscle, and projects toward the left side. 


line with the proximal pharynx, and therefore re- 
ceives all the fluid food ingested, which must spill 
over into the distal esophagus after the diverticulum 
filled. When the large diverticulum distended, 
the opening into the distal esophagus may con- 
verted into narrow, slit-like exit. This exit may 
functionally obstructed, owing its position. 


Pharyngoesophageal diverticula may present 
either side the neck, but the vast majority are 
observed primarily the left side (Figure 1). 
this series, diverticula were observed the left 
side and nine the right. Two were classified 
directly posterior, and one patient there was 
diverticulum each side the neck. The diver- 
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ticulum becomes dependent regardless the side 
involved. enlarges the diverticulum descends 
inferiorly, since this the plane least resistance. 
the diverticulum further increases size may 
descend into the upper mediastinum. 

Surgical excision diverticulum not always 
recommended. some elderly patients the symp- 
toms may only mildly disturbing. Frequently 
advise against excision the symptoms are limited 
and not progressive nature, the diverticulum 
shown roentgenographically small and the 
patient has other, more serious abnormalities. 

Preoperative preparation limited the ma- 
jority patients; and, since they are usually the 
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Freed ticulum 


Figure 2.—The diverticulum mobilized, dividing all adhesive bands and muscle fibers the base. 


elderly age group, have made point carry 
out thorough preoperative cardio-renal evaluation. 
Malnutrition occasionally problem, and 
one that difficult correct until the patient can 
ingest diet adequate calories. these circum- 
stances two-stage procedure may considered. 
have administered penicillin troches many 


occasions, particularly there was obvious 


infection. most cases combined antibiotic, such 
penicillin and streptomycin, has been adminis- 
tered the evening before operation. nasogastric 
tube introduced preoperatively, possible. The 
tube should passed cautiously, however, for trau- 
matic perforation the diverticulum possible. 
advise against preoperative endoscopic examina- 
tion, lest the instrument rupture the sac. sig- 
nificant information can gained endoscopic 
visualization pharyngoesophageal diverticulum. 
Such procedure may definite value the 
roentgenograms are not characteristic, one 
considering the possibility obstruction extrav- 
asation secondary neoplasm. 

The choice the type anesthesia rests with 
the surgeon and the patient. The operative procedure 
can carried out readily with either local general 
anesthesia. this series operative cases. 
local anesthesia was used, and cases general 
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Figure 3.—After the neck the 
diverticulum clamped. 


anesthesia. have used both cervical plexus blocks 


and regional field blocks with equal success. 
The type incision used either transverse, over 
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yroid 


second placed 


the approximate position the neck the diver- 
ticulum, longitudinal, parallel the anterior 
border the sternomastoid muscles. The latter in- 
cision used most frequently since affords uni- 
formly excellent exposure for all cases. 

The incision developed along the medial border 
the sternomastoid muscle, which mobilized and 
retracted laterally. The venous branches along the 
medial aspect the jugular vein, including the 
thyroid veins, are divided and the thyroid elevated 
and retracted medially. The recurrent laryngeal 
nerve may then identified adjacent the inferior 
thyroid artery. The diverticulum completely mobil- 
ized and the fascial coverings are carefully dissected 
free (Figure 2). The muscle fibers the inferior 
constrictor and cricopharyngeus muscle are thor- 
oughly dissected free, exposing the neck the sac, 
which clamped its base (Figure 3). 

the University California Hospital open 
technique transection and closure preferred 


First suture tied and 


Rest 


Figure 4—An open technique closure the esophagus layers completed. 


(Figure 4). This method assures more accurate 
resection, minimizes the possibility stricture and 
permits inspection the lumen. The wound 
thoroughly packed off with gauze sponges before 
opening made into the esophagus, and contamina- 
tion the wound minimal. The wall the esoph- 
agus then approximated layers with fine inter- 
rupted sutures. The wound often drained with 
small, soft rubber tube, but drains have been dis- 
pensed with many instances without complications. 


The nasogastric tube attached suction during 
the immediate postoperative period. Tube feedings 
are instituted the first day following operation 
and are continued for four five days. the 
fourth fifth postoperative day liquid diet 
started which progresses soft foods before the 
patient discharged. Antibiotics are administered 
the first five postoperative days. The patients are 
usually discharged the seventh day after oper- 
ation. 


371 


TABLE 2.—Data Treatment Pharyngoesophageal Diverticula 
(1920-1955) 


Total number cases 

Total surgically repaired 
Two-stage (1920-1935) 
One-stage (1936-1955) 


RESULTS 


total patients with pharyngoesophageal 
diverticula seen between 1920 and 1955 the Uni- 
versity California Hospital were studied (Table 
2). this group, were surgically treated. From 
1920 1935, patients underwent excision the 
diverticulum; all the operations were done two 
stages. Between 1936 and 1955, patients were 
treated surgically and all instances one-stage 
procedure was used. 

the initial group patients, were treated 
surgically, all two-stage procedure (Table 3). 
There were operative deaths this group. Four 
patients had transient postoperative fistulas, which 
closed spontaneously without other significant com- 
plications. 

the patients dealt with since 1936, were 
treated surgically—all one-stage procedure. 
There was one postoperative death, due cardiac 
failure. This series included three patients with tran- 
sient postoperative fistulas (Table 4). Two the 
fistulas occurred the first three patients treated 


with one-stage resection. Since 1937, only one 
patient consecutive cases has had transient 
fistula. This patient also had large multi-nodular 
goiter, which was excised bilaterally the time 
excision left pharyngoesophageal diverticulum. 


Two-Stage (1920-193 


Total number cases 
Total surgically repaired 
Operative mortality 
Postoperative fistula 


TABLE 4.—Surgical Excision of Pharyngoesophageal Diverticula— 
One-Stage (1936-1955) 


Total number cases 
Total surgically repaired 
Operative mortality 
Postoperative fistula 


Postoperative roentgenologic studies demonstrated 
the fistula, well second pharyngoesophageal 
diverticulum the right side that had not been 
previously demonstrated. The fistula closed spon- 
taneously and further definitive surgical treat- 
ment has been done. 

patients this group had wound infection, 
except for those who had postoperative fistulas. 
Vocal cord palsy was observed one patient, but 
other significant complications were noted this 
group. 


University of California Medical Center, San Francisco 22. 
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Myasthenia Gravis 


Problems Diagnosis 


muscular weakness. Weakness and the inability 
carry out muscular activity commonly described 
fatigue. Fatigue and lassitude are among the most 
common human complaints. When they persist 
and form the basis the complaint for which pa- 
tient seeks medical attention, the diagnosis myas- 
thenia gravis has considered. Because the drugs 
used the treatment myasthenia gravis, small 
doses, may give the languid person “pick up,” and 
because myasthenia gravis may mild and variable, 
the differential diagnosis sometimes difficult; 
always very important. 

Myasthenia gravis was first described Willis 
has received greater attention since 
found out 1934 that the weakness could 
reversed physostigmine. Viets and 
1935 introduced neostigmine (Prostigmine) 


stigmine test aid differential diagnosis. 
Diagnosis and treatment have been aided recently 
the addition the edrophonium (Tensilon®) test 
and the development two 
drugs, pyridostigmine bromide (Mestinon®) and am- 
benonium (Mytelase®), which are clin- 
ically useful relieving the symptoms. 

The exact incidence myasthenia gravis un- 
known but estimates between 50,000 and 100,000 
cases the United States are given 
familiar with this disease. spite the relative 
rarity, the 34-month period between July, 1954, 
and April, 1957, had the opportunity examin- 
ing patients with the disease the University 
California Los Angeles medical center. addi- 
tional patients were sent the medical center 
with the presumptive diagnosis myasthenia gravis. 
analysis these cases and brief comparison 
with the experience and criteria others form the 
basis this report. 

The physician must have constant awareness 
the possibility myasthenia gravis any patient 
complaining muscle weakness and ease fatigue, 


From the University California Los Angeles, Department 
Medicine, Division of Neurology, Los Angeles 24. 
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the clinical treatment this disorder and the neo- 


CHRISTIAN HERRMANN, JR., M.D., and 
AUGUSTUS ROSE, M.D., Los Angeles 


The possibility myasthenia gravis must 
considered patients persistently complaining 
weakness and fatigue. There may many dif- 
ficulties and pitfalls differentiating myas- 
thenia gravis from other disorders which mus- 
cular weakness common complaint. 

Observation group patients with 
myasthenia gravis, and another group cases 
involving the differential diagnosis myasthenia 
gravis, led conclusion that physician should 
apply criteria carefully before arriving diag- 
nosis myasthenia gravis and instituting drug 
therapy, since nonmyasthenics may frequently 
respond with subjective improvement temporarily 
following administration cholinergic drugs. 

Myasthenia gravis may more common dis- 
order than was suspected the past. 


despite the recognized nonspecific nature such 
symptoms. accurate history the patient’s symp- 
toms weakness, including their distribution and 
variation during the day, well response ac- 
tivity and rest, essential. detailed appraisal 
the patient’s strength and the effect that rapid repeti- 
tion effort involving various muscles has with 
regard prompt loss strength also essential. 

Unfortunately, there specific test which 
consistently reliable for myasthenia gravis. Several 
may helpful. Among these are intramuscular in- 
jection and intravenous injection 
doubtful cases attempt provoke weakness, 
but this and curare should probably used only 
provocative test physicians fully familiar with 
the actions the drugs, and then only with the pa- 
tient hospital with facilities available maintain 
open airway and artificial respiration. myas- 
thenic patient may have pronounced and sudden 
sensitivity these drugs, particularly curare. 

placebo control injection also desirable 
evaluate the suggestibility the patient before giv- 
ing neostigmine Mestinon. Atropine, 0.6 mg., 
uceful for this. prevents many side effects chol- 
inergic drugs but has effect muscle function 
this dosage. Enough time allowed elapse fol- 
lowing the administration the atropine other 
placebo redetermine the patient’s complaints and 
muscle strength. The neostigmine test done giv- 
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ing 1.5 mg. the drug intramuscularly and then 
reappraising the patient’s complaints and strength 
intervals minutes for the next one two 
hours. Improvement usually seen within 
minutes and may last several hours. 

For the Tensilon test the drug administered 
mg. Complaints and muscle strength are observed 
one two minute intervals for the next minutes. 
This drug acts rapidly—within one five minutes. 
Toxic effects neostigmine and Tensilon include 
increased salivation, abdominal cramps, urinary 
frequency, diarrhea, muscle twitching and muscle 
cramps, choking sensations, miosis and muscle 
weakness. 

Barium swallow during fluoroscopic examination, 
studies, attempts evoke the 
Jolly reaction faradic stimulation, and ergo- 
graphic tracings are helpful adjuncts. These may 
also combined with the neostigmine Tensilon 
tests. Each requires special equipment and experi- 
ence. None entirely conclusive. 

essential that patients have demonstrable 
muscle weakness before the neostigmine the Ten- 
silon test carried out. These tests generally are not 
applicable when the patient remission has 
recently received extensive amounts cholinergic 
drugs. The use hand dynamometer may 
helpful assessing improvement patient’s 
strength. 

Frequently patients with asthenia emotional 
psychic basis will for time have subjective 
improvement and feeling well-being response 
cholinergic drugs. This may also occur patients 
who have muscular neurological disorders 
other sorts, but the effect not consistently sustained 
and does not have accompanying objective evidence 
improvement. This “boost,” “pick-up” non- 
specific response may often confusing physi- 
cians unfamiliar with these test procedures and may 
lead erroneous diagnosis myasthenia gravis. 


MATERIAL STUDY 


reviewed the records the patients with prob- 
lems weakness who were observed the 
division neurology new University Medical 
Center between July, 1954, and April, There 
were patients with these complaints whom the 
possibility myasthenia gravis was raised. Fifty- 
seven had had diagnosis myasthenia gravis made 
the outside. cases this was confirmed. Two 
patients with other diagnoses were later found 
have myasthenia. Twenty-five patients had weakness 
from some other cause. five cases the diagnosis 
was considered doubtful. 


the patients, previously had received 
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TABLE Time Between Onset First Symptoms and 
Diagnosis Myasthenia Gravis, Confirmed Cases 


Females Males 


month 
years 
years 
years 
years 
years 


TABLE 2.—Age Patients Onset Myasthenia Gravis 


Females Males 


SS 


TABLE 3.—Various Conditions Appearing Presenting 
Patients with Myasthenia Gravis. (More 
symptom some cases.) 


Females Males 


neostigmine other anticholinesterase drugs for 
week longer. Although the diagnosis myas- 
thenia was made more cases than actually could 
confirmed, among the patients who did have the 
disorder, only three cases was the diagnosis made 
within one month onset the first symptom. The 
delay between onset first symptoms and diagnosis 
myasthenia gravis persons with confirmed 
diagnosis varied from less than one month 
years (Table 1). There were females and 
males the myasthenic group. The age onset 
first symptom ranged from years. Rela- 
tively early onset females and later onset males 
observed this series (Table agreement 
with data gathered other observers. 

Fourteen patients had single initial symptom. 
More frequently they complained weakness 
two more muscles simultaneously prompt 
succession. The most common symptoms were droop- 
ing the eyelids and double vision (Table 3). 

Drooping the eyelids and double vision pre- 
dominated, both females and males, over all other 
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symptoms that appeared any time the cases 
(Table 4). 


the site muscle weakness the time 
examination, ptosis and diplopia limitation one 
more the extraocular muscles predominated 
(Table 5). particular interest was the observa- 
tion hypoactive reflexes seven cases, and mod- 
erate pronounced muscle wasting atrophy 
four females. 

retrospect, the diagnosis myasthenia gravis 
seems simple from the history fluctuating muscle 
weakness, particularly involving the cranial nerve 
musculature. This weakness increases with activity 
and incompletely improves with rest. The weakness 
also lessened giving anticholinesterase drugs. 
The following two cases illustrate delay and confu- 
sion regarding the diagnosis. 


47-year-old man had had weakness 
muscles for years, beginning with transient dou- 
ble vision and facial weakness after minor cranial 
injury, without loss mili- 
tary service. The patient also noted general weak- 
ness, drooping the eyelids, sore, aching neck, dif- 
ficulty swallowing, difficulty talking and some- 
times weakness the upper right extremity. 
least five occasions had had remission all 
symptoms for periods few weeks several 
years. There was history perforated duodenal 
ulcer. The patient continued work regularly 
despite the symptoms, which were never severe. 

Upon examination, fluctuating ptosis was noted, 
times greater the left than the right eye. There 
was bilateral variable limitation extraocular 
movements. Mild moderate muscle weakness 
the left shoulder girdle and triceps was noted. 
neostigmine test done elsewhere (the first years 
since the onset symptoms) gave prompt relief 
muscular weakness. The patient had good response 
continued therapy with neostigmine and Mestinon 
mouth. 


65-year-old surveyor was unable bite 
through his usual noon-day salami sandwich. Each 
succeeding bite was weaker and had close his 
mouth with his hand. could not hold his pipe be- 
tween his teeth. Soon had difficulty holding his 
head erect, along with transient double vision, weak- 
ness voice, inability extend the fingers and 
weakness the legs climbing about the hills 
while surveying. All symptoms fluctuated and were 
worse after exertion. 

intramuscular Tensilon test was done else- 
where and the result was interpreted 
The following day the symptoms were worse and 
the patient attributed the deterioration the test. 
was considered have hysteria. sought addi- 
tional opinion. The patient had had toxic goiter 
removed six years previously. 

Upon examination us, ptosis and weakness 
the jaw, face and neck musculature were noted. 
The deltoid muscles were also weak. Repeated tests 
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TABLE 4.—Incidence All Symptoms Noted Any Time 
Cases of Myasthenia Gravis 


Females Males 


TABLE 5.—Incidence Muscle Weakness Various Sites Noted 
First Examination Patients with Myasthenia Gravis 


Females Males 


elicited increasing weakness the thigh flexors. 
There was evidence hyperthyroidism. in- 
travenous Tensilon test gave prompt relief the 
symptoms and signs. The relief lasted about min- 
utes and was followed increased symptoms. Later 
Mestinon was given mouth and the therapeutic 
response was good. 

noted that the first Tensilon test this 
case was done giving the drug intramuscularly, 
unsatisfactory method and probably the reason 
for the “negative result.” 

second group five cases was doubtful 
whether the patient had myasthenia gravis cur- 
rently, had had the disorder the past (being pres- 
ently state remission) had some other dis- 
order. There were three females and two males 
this group. The age range was years. Dura- 
tion symptoms ranged from two eleven years. 
All had received neostigmine other similar drugs. 
Two complained double vision, one feeling 
tired, one weakness the hand and difficulty 
writing, and one arm weakness and buckling 
the knees. Two cases illustrate the difficulties diag- 
nosis such instances. 

49-year-old housewife and former tele- 
phone operator had history easy fatigue and 
tiredness for years. several occasions she had 
collapsed suddenly and had been unable talk. She 
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said that sometimes her muscles “would not obey.” 
times she had feeling heaviness the stom- 
ach and chest and she had difficulty breathing. 
Climbing stairs was also difficult. Her vision was in- 
termittently blurred and she had pins-and-needles 
sensation her neck. She had worried about her 
heart the past. diagnosis myasthenia gravis 
had been made four years previously, and she then 
had begun taking neostigmine, tablets (15 
mg. each) daily. Later she combined this amount 
neostigmine with four Mestinon tablets (60 mg. 
each) daily. She did not have clear-cut relief. Occa- 
sionally she felt nauseated and dizzy. 

examination she was observed obese. She 
sighed frequently. There were occasional twitchings 
the eyelids and the grip the hands felt slightly 
weak, but there was other clear weakness re- 
peated effort other neurological abnormality. 

was believed that she had mild cholinergic in- 
toxication. recommended she gradually discon- 
tinue use neostigmine and Mestinon. She was ob- 
served for two-month period, but she did not re- 
duce the dosage neostigmine below tablets 
daily since seemed relieve her subjective feel- 
ings exhaustion. There was evidence in- 
creased weakness the lower dose. changes 
condition were noted over the period observation 
and she continued complain blurred vision and 
nausea. 

definite diagnosis this patient could not 
made. was not possible differentiate cholinergic 
intoxication, myasthenia gravis, myasthenia gravis 
remission asthenia undetermined cause as- 
sociated with emotional problems. She refused 
give neostigmine and continued take sizable 
doses. Asthenia undetermined cause seemed 
likely possibility. 


39-year-old unemployed, married sales- 
man noted intermittent double vision years ear- 
lier. and years age had had head 
injuries, with unconsciousness both times, but with- 
out immediate sequelae. Six years earlier had 
series three operations the extraocular muscles 
attempt correct intermittent, convergent 
squint. These were only briefly successful reliev- 
ing double vision. Five years earlier the diagnosis 
myasthenia gravis was made elsewhere and neo- 
stigmine was prescribed. first the patient noted 
improvement. increased the dosage gradually 
tablets (15 mg. each) day. Then began 
have episodes muscle soreness, twitching, breath- 
lessness, cramping, weakness, tightness the throat, 
failing voice, difficulty breathing and occasional 
abdominal cramps and sweating. also took ephe- 
drine, racemic amphetamine (Benzedrine), dextro- 
amphetamine (Dexedrine) and betaine glycocya- 
mine (Betasyamine) varying amounts. was 
given corticotropin (ACTH) 


(Diamox), following which had transient, sud- 

den “remission” all symptoms for three and 

half weeks. had not worked for over year. 
examination was observed muscular. 
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was very talkative and sighed frequently. 
had variable exotropia and horizontal nystagmus 
lateral gaze either side. Convergence was im- 
paired. The right palpebral fissure was slightly wider 
than the left There was ptosis. Frequent twitches 
the eyelids and masseters were present. There was 
evidence muscle weakness. 

The gait was bizarre, with deep bending the 
knees and reeling and staggering from wall fur- 
niture. When walking the patient sighed deeply, 
breathed laboriously and complained exhaustion. 
Results nonequilibratory coordination tests were 
normal. 

When was suggested that might not have my- 
asthenia gravis and should reduce the amounts 
drugs was taking, became quite agitated, criti- 
cal and difficult. had several interviews the 
psychiatric clinic. Gradually and with protest, 
reduced the use drugs and finally stopped taking 
them. telephoned odd hours, relating that 
was state collapse and couldn’t get his breath, 
even continued talk loud, clear voice for 
had been taking finally was stopped, muscle twitches 
The disturbance extraocular movements 
was unchanged. showed other muscle weak- 
ness. After few weeks had elapsed attempted 
resume use neostigmine when felt weak. 
Cramps, sweating and diarrhea promptly ensued. 
made subsequent attempts. 

this patient was impossible clearly differ- 
entiate among myasthenia gravis relatively localized 
the extraocular muscles, myasthenia gravis re- 
mission, hysterical convergence spasm, intermittent 
diplopia from some other cause, cholinergic crisis, 
other manifestations hysteria and conversion, the 
effects previous operation eye muscles and 
asthenia undetermined cause. was obvious that 
emotional psychological factors were prominent, 
although not exclusive. 

third group patients did not have myas- 
thenia gravis. this group there were females 
and two males. Nineteen had had diagnosis myas- 
thenia gravis elsewhere. Seventeen had received anti- 
cholinesterase drugs for significant time. The ini- 
tial symptoms complaints were similar those 
noted the patients who had myasthenia gravis, but 
were more diversified. Eleven patients complained 
fatigue, tiredness, lack energy; three general 
weakness; two each transient double vision, 
drooping eyelids, voice disturbance, weak arms, 
weak legs and “myasthenia gravis”; and one each 
inability use extremities after sleep, frequent 
blinking, muscle tightness thighs and legs, diffi- 
culty walking since childhood, sudden shakes, 
shakiness legs, alterations consciousness, 
itching and peeling lips, and nervousness. De- 
tails all the complaints and findings were 
constituted heterogeneous group disorders 
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(Table 6). Eleven this group, all them females, 
had asthenia undetermined cause. two cases 
complaints had existed for more than six and 
than twelve months. nine cases they had ex- 
isted for longer periods—from four forty years. 
none was there clear-cut evidence objective 
neurological, muscular metabolic defect account 
for the subjective complaints weakness. Nine 
the eleven patients had received neostigmine therapy. 


Difficulties differentiating the myasthenic from 
other disorders illustrated the following cases: 


47-year-old housewife from distant 
town was transferred the hospital the Univer- 
sity California Los Angeles medical center 
ambulance with chief complaint “myasthenia 
gravis.” She had history easy fatigability and 
intermittent difficulty walking since childhood. 
child she wore braces her legs. She fell fre- 
quently her teens. direct she ad- 
mitted occasional double vision. Five years earlier 
she was considered have myasthenia gravis. She 
began taking neostigmine mouth and noted tran- 
sient improvement symptoms. She continued 
have feelings general weakness, for which she 
took additional neostigmine. This was frequently fol- 
lowed tight feelings the muscles the throat, 
choking sensation and difficulty breathing for which 
she received oxygen inhalation therapy. Before ad- 
mittance hospital, she had remained bed for 
six months following collapse the time extrac- 
tion tooth. During the three months immedi- 
ately preceding admittance she had chronic cough 
and more frequent choking spells. She was tak- 
ing tablets neostigmine (15 mg. each) and 
tablets Mestinon (60 mg. each) daily when 
admitted. 


Upon examination the patient was observed 
tense, anxious and tremulous. The pupils were mi- 
otic. Early clubbing the fingers and toes was 
noted. Strength was poorly sustained but improved 
with repeated testing and encouragement. X-ray 
films the chest showed sharply delineated mass 
the anterior aspect the right mid-lung field. 


Use neostigmine and Mestinon was discon- 
tinued within two days. The patient had loss 
strength and became ambulatory for the first time 
six months. The pupils became larger. 

Right upper lobectomy was done another hos- 
pital and adenocarcinoma with spread the hilar 
nodes was diagnosed. The patient died three months 
later metastasis. 


some three months before admittance hospital, 
noted tightness the legs and thighs, followed 
weakness making difficult for her operate her 
car. Her back, trunk and upper extremities became 
weak within the next two weeks. She was admitted 
first another hospital and there had difficulty 
chewing, swallowing and talking. She was consid- 
ered have myasthenia gravis and administration 
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TABLE 6.—Diagnoses Nonmyasthenic Cases 


Myotonia atrophica with hyperthyroidism 
myopathy. 

Bulbar amyotrophic lateral sclerosis. 

Bulbar and cervical amyotrophic lateral sclerosis. 

Familial external ophthalmoplegia. 

Nonfamilial external ophthalmoplegia with atypical muscu- 
lar dystrophy. 

Dermatomyositis and carcinoma breast. 

Probable brain stem infarction and known coronary oc- 
clusion. 

Old pulmonary hypertensive cardiovascular disease, 
diabetes mellitus, and arteriosclerosis. 

Habit spasm blinking and old herpes zoster face. 

Narcolepsy with sleep paralysis and possible cataplexy. 

Probable temporal lobe seizure with old head injury and 
superimposed hysterical weakness. 

Probable sleep paralysis, chronic cough and breathlessness 
neurotic basis. 

Simple senile mental deterioration and atrophic dermatitis. 

Postinfectious asthenia. 

Asthenia undetermined cause (11 


neostigmine and Mestinon was begun. Nausea, 
vomiting, diarrhea, muscle twitching and cramps de- 
veloped, without improvement strength. X-ray, 
500 was given over the thymus, then corticotropin 
and cortisone. Slight improvement followed. 
the course further examination mass the 
left breast was noted. She said the lump had been 
present for four years. Biopsy revealed carcinoma. 
Intensive x-ray therapy the breast and axilla was 
given. Then testosterone was administered. Strength 
slowly improved and the patient was referred 
for confirmation myasthenia gravis three months 
later. She had spent considerable time lying the 
sun. 

Questioning elicited episode “nonparalytic 
polio” four years earlier, during which there were 
abnormalities the spinal fluid. Thereafter the 
patient had soreness, stiffness, tightness and slight 
weakness the thighs, which responded hot packs 
and physiotherapy over period four months. 


Upon examination the patient was noted 
weil “tanned.” Also noted were general moderate 
muscle atrophy and constant weakness involving the 
face, neck, shoulder girdle, forearms, pelvic girdle 
and legs. Bilateral foot drop was observed. The deep 
tendon reflexes were absent the upper extremi- 
ties. The ankle jerks were plus. There was sen- 
sory defect. satisfactory diagnosis was immedi- 
ately reached. The patient continued gain strength 
the legs and resumed teaching, but six months 
later she returned with pain the shoulders, worse 
the left, and difficulty holding her head erect. 
electromyogram elsewhere was considered con- 
sistent with muscular dystrophy with myotonic 
component. that time there were contractures 
limiting abduction the arms, and the shoulder 
girdle weakness was greater than before, especially 
the left. There were abnormal masses felt 
the axilla. Sensation was intact. The left subacro- 
mial region was tender. The patient’s head hung for- 
ward. The skin remained deeply “tanned” although 
she had not been the sun for several months. The 
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dorsum the hands, fingers and knees were erythe- 
matous and rough. The possibility dermatomyo- 
sitis was considered and later was proved muscle 
and skin biopsy the hospital. Meticorten was given 
her outpatient and reduction pain and 
improvement strength ensued. 

Ten months later the patient slipped and fell 
school, receiving intertrochanteric fracture 
the right hip. She was admitted the hospital again. 
Nailing was done the site fracture. skeletal 
x-ray survey showed metastatic neoplastic lesions. 
The patient resumed walking unaided two months 
later and returned her teaching duties. 

This case illustrates the association dermato- 
myositis and malignant disease. this the neo- 
plasm was carcinoma the breast. The weakness 
was initially confused with that myasthenia gravis. 
quite possible that the episode “nonparalytic 
polio” four years earlier was the onset the poly- 
myositis and that there was then spontaneous remis- 
sion. When the next episode occurred, her condition 
improved with the administration corticotropin, 
cortisone and, later, meticorten. However, she had 
also received intensive x-ray therapy, well tes- 
tosterone, which may have had some influence. Spon- 
taneous remission cannot excluded. 


DISCUSSION 


These cases illustrate only few the problems 
facing physician attempting unscramble and re- 
lieve the patient’s complaint muscle weakness and 
fatigue various sorts with particular relation 
myasthenia gravis. Among other disorders which 
may considered differential diagnosis, make 
partial list, would be: Amyotrophic lateral sclerosis, 
adynamia episodica hereditaria, botulism, cholin- 
crisis, catalepsy, dermatomyositis, familial 
periodic paralysis, hyperparathyroidism, hyperthy- 
roidism, multiple sclerosis, myotonia atrophica, nar- 
colepsy, polymyositis, polyneuropathy, primary ald- 
osteronism, progressive external ophthalmoplegia, 
progressive muscular dystrophy and psychoneurosis 
with asthenic reaction. times more than one dis- 
order may present. Our findings and criteria, 
although relatively small series, are general 
agreement with those larger series reported 
Schwab and Hoefer and 
Eaton and Grob and and 

The initial complaints myasthenic persons are 
often attributed emotional stress and exhaustion 
because their fluctuating evanescent nature. 
first the patient may feel tired more easily fa- 
tigued than usual. may have sudden drooping 
one both eyelids. Transient double vision an- 
other early complaint. Facial weakness with in- 
ability smile whistle, and lack facial expres- 
sion are common. Women find hard raise their 
hands and arms over their heads put their hair 
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remove and replace housewares high kitchen 
and closet shelves. Walking and climbing stairs may 
increasingly difficult the task continued, only 
become somewhat easier after short rest. Trou- 
ble chewing, swallowing, talking and keeping the 
mouth closed are other frequent symptoms which in- 
crease with continued effort. The voice gradually 
fades with continued talking. The patient may have 
difficulty keeping the head erect and find that can 
flex but not extend the fingers. More severely af- 
fected patients may unable swallow oral secre- 
tions, cough breathe adequately. muscle 
group immune. 

The weakness increased with activity and im- 
proves incompletely with rest, only recur with 
further activity. women, weakness usually 
greater just before the time the menses. In- 
fections, fevers and emotional stress are often ac- 
companied increased weakness. first weakness 
only one eye muscle other muscles served 
cranial nerves present for few days weeks. 
Then this weakness may disappear entirely for sev- 
eral months years, only recur more pro- 
nounced form with additional weakness elsewhere. 

Although the patients may severely weak and 
apprehensive, they often appear deceptively passive 
and calm. This attributable the weakness the 
muscles controlling facial expression, the voice and 
extremities through which overt evidence anxiety 
and acute difficulty are commonly manifested. The 
tendon reflexes are normal somewhat reduced 
severely involved 

The exact cause myasthenia gravis unknown. 
The current and studies indicate due 
variable defect the electrochemical mechanism 
which the nerve impulse transmitted the 
muscle the neuromuscular junction. This often 
likened the neuromuscular block produced 
curare, but differs from several respects. 

There are specific pathological changes the 
nervous system muscle determined usual 
laboratory techniques. Collections lymphocytes, 
called lymphorrhages, are occasionally seen the 
muscles. Thymic enlargement thymoma seen 
about half the 

disorder mainly young women and older 
men, but may occur any age. Sixty-four per cent 
the women have the first symptoms before 
years age, and per cent men after that 

Neonatal myasthenia may occur infants my- 
asthenic mothers. transient and responds favor- 
ably therapy, which may life saving. 

Since failure recognize and treat myasthenia 
gravis treating another disorder myasthenia 
gravis with antimyasthenic drugs may involve seri- 
ous risks the patient and confuse the physician 
with additional symptoms, seems worthwhile 
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reconsider means for improving diagnostic accuracy. 

The concept that nonmyasthenic persons are un- 
able tolerate large doses neostigmine other 
similar drugs not substantiated our experience. 
Many the patients observed with complaints 
weakness association with psychoneurosis built 
large doses attempting overcome their 
subjective symptoms. Some had moderate severe 
side effects intervals. None showed any frank evi- 
dence increased weakness rapid withdrawal 
the drugs. Some insisted continuing use the 
drugs psychological crutch. 

the other hand, well known that the course 
myasthenia gravis may fluctuate widely, well 
the need for antimyasthenic drugs. Not uncommonly 
patient with myasthenia gravis who once required 
large doses still taking them even though when ex- 
amined they have good strength signs 
mild cholinergic 

Reliable diagnosis myasthenia gravis may 
made only after the physician obtains accurate 
history the patient’s complaints and problems, 
along with careful physical and neurological ex- 
amination, supplemented appropriate laboratory 
examination and tests. always desirable reach 
prompt diagnosis, but the decision that the patient 
has myasthenia gravis should not made until after 
all evidence has been weighed and carefully ap- 
praised. Cholinergic anticholinesterase therapy 
should given the basis positive, objective 
findings rather than subjective findings. The use 
such medication for supportive therapy patients 
with other disorders hazardous and should dis- 
couraged. 

The advent previously mentioned new drugs for 
the diagnosis and relief symptoms myasthenia 
gravis, the increased interest neurochemistry and 
neuromuscular transmission, along with the gen- 
eral absence degenerative changes myasthenic 
persons, make the future seem bright for patients 


with this disorder. 


University California Los Angeles School Medicine, Los 
Angeles 
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Northern California Psychiatric Society the 
fall 1955 formed committee* study the need 
for psychiatric services general hospitals. This 
brief report the study, which showed that there 
exists real need for psychiatric services general 
hospitals, public and private, the Northern Cali- 
fornia area. result its study, the committee 
came several conclusions: (1) Many people prefer 
have psychiatric illnesses treated the local 
communities; (2) this arrangement promotes prompt 
care and recovery; and (3) general hospitals can 
provide psychiatric care more easily than many phy- 
sicians suppose. 


Opinions Needs 

The committee began with Dr. Alfred Auerback’s 
preliminary study psychiatric needs the Greater 
Bay Area, and then reviewed the extensive survey 
the eleven western states the Western Interstate 
Conference Mental Health, the report the 1951 
Conference Psychiatric Education, pertinent pa- 
pers presented the 1956 meeting the American 
Psychiatric Association; several other national re- 
ports and local survey the San Francisco Mental 
Health Society. Committee members also consulted 
with various physicians, hospital administrators and 
psychiatrists the Northern California area. The 
committee took note the fact that representatives 
the medical profession who appeared before 
congressional committee studying the health the 
nation emphasized the need for community psychi- 
atric facilities. One them, Dr. Bernard Wortis, 
New York University School Medicine, stressed 
the need for more community service clinics, guid- 
ance centers and general hospital psychiatric units 
“the best method preventing serious and 
chronic mental illness, with its associated drain, 
both economic and personal.” The need for wider 
care, was noted, led passage 1946 the 
National Mental Health Act, which 1951 had 
given aid mental health programs states 
jurisdictions. 


*The Committee for Psychiatric Services General Hospitals: 
Maleta J. Boatman, M.D.,¢ Frederick R. Ford, M.D.,f Robert G. 
Houlihan, M.D.,¢ Edward L. Jewett, M.D., Clement O. Juul, M.D., 
chairman,+ Michael T. Khlentzos, M.D., and Richard W. Murray, 
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Psychiatric Services General Hospitals 


Report the Northern California Psychiatric Committee 
the Need for Psychiatric Services General Hospitals 


CLEMENT JUUL, M.D., Chairman, Oakland 


study made special committee ap- 
pointed for the purpose the Northern Cali- 
fornia Psychiatric Society found that real need 
exists for local psychiatric services general 
hospitals the Northern California area. Such 
services can provided readily—and some 
communities are already available. broad seg- 
ment the population looks the general hos- 
pital provide diagnosis and care and enable 
the patient’s prompt recovery 
disorders. The study further emphasizes the im- 
portance such factors competent psychi- 
atric chief, adequate staff and personnel and 
good planning organizing inpatient and out- 
patient facilities and integrating treatment 
that all the functions the hospital are 
able psychiatric patients. Granted these spe- 
cial considerations, the services can provided 
more easily than many including 
some psychiatrists and administrators, suppose. 


Local Expression Needs 


few examples from California Department 
Mental Hygiene files indicate the extent and nature 
the requests for help dealing with local mental 
health problems.* One official asking for aid stated 
that the county had psychiatric service, either 
inpatient outpatient, and “no practicing psychi- 
atrist trained social worker.” Another county 
declared that local psychiatric services are “real 
community weapon against problems narcotics, 
alcoholism, sex crimes, broken families and delin- 
quency.” third county listed approximately half 
dozen important psychiatric problems children. 
adolescents and adults for which had treatment 
facilities. Bay Area outpatient psychiatric clinic 
reported that since its opening 1948 had turned 
away ten persons for every patient could treat. 
The Community Mental Health Services bill, orig- 
inated the California Medical Association, 
dorsed more than lay groups, and passed 
the California State Legislature 1957, proof 
wide community interest. 

Finally, many patients and their families reported 
their surprise find that hospitalization for acute 
psychiatric illness not locally available. 
careful studies showed the long delays and the vari- 
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ous stopgaps, even the intervention police, that 
may tried before psychiatric care begins. These 
delays often mean that the patient must deported 
distant, strange institution, procedure with 
some stigma the eyes family, friends and em- 
ployers. Valuable time has been lost the legal 
commitment procedure, and after hospitalization 
more time has been lost the interval between the 
new evaluation the patient and the beginning 
definitive treatment. Most these delays and dis- 
continuities treatment could avoided ade- 
quate local facilities were available. 


Psychiatric Units General Hospitals 


All physicians know the therapeutic advantages 
continuity medical care, wherein diagnosis, 
consultation, treatment and rehabilitation 
acute exigent condition can proceed single 
setting without delay. Psychiatric disorders should 
have similar continuity care. Phases such dis- 
order occur, from infancy old age, both alone and 
associated with secondary such organic condi- 
tions pregnancy, surgical treatment, fractures, 
brain all toxic states. Much psychi- 
atric, other medical care, predictable and 
can readily provided. Psychiatric emergencies 
also arise and require prompt treatment, quite 
much does severe hemorrhage. 


Adequate psychiatric treatment for conditions 
occurring patients already hospital dwelling 
the community can given general hospital 
psychiatric unit. example the management 
the withdrawal symptoms after alcoholic intoxica- 
tion. Medicine now accepts alcoholism all stages 
essentially medical problem, but one which 
nonmedical organizations can great aid. Acute 
alcoholic intoxication can treated otherwise, but 
brief hospital care best, Block’s for 
laboratory procedures, intravenous therapy and 
emergency measures are readily available. The 
American Hospital Association years ago urged all 
general hospitals set aside per cent beds for 
alcoholics. Yet recent survey Southern 
California hospitals showed lack beds and 
psychiatrists for such care. 

Short periods the psychiatric unit also greatly 
benefit patients with psychosomatic conditions the 
various body systems, brain disorders, mental de- 
ficiency, psychosis, neurosis and personality dis- 
orders. The great recent advances therapy allow 
adequate treatment the psychiatric unit patients 
with geriatric disorders complicated disturbance 
their mental state. 

Psychiatric units and outpatient clinics general 
hospitals have also some extent acted way sta- 
tions, permitting earlier release state hospital 
patients and aiding them their return full 
economic and social status. variation this re- 
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habilitative function has been successfully tried 
several outstanding Canadian and United States 
psychiatric units that provide only day night 
care.® This device allows each bed used two 
patients 24-hour period. Such day night 
services allow some patients continue the job 
remain the community and near home 
less than the usual expense. 

Psychiatric outpatient services were not inves- 
tigated detail the committee, since they may 
established independently connection with 
other institutions than the general hospital. The 
committee found, however, that these services can 
usefully integrated into the total outpatient serv- 
ices and clinics already established any general 
hospital. The combined inpatient and outpatient 
psychiatric care offers the optimal service keeping 
the patient within the community and hastening his 
participation community life. 

Matters treatment, methods, training, staffing 
and administration, well medicolegal aspects 
and voluntary health insurance considerations are 
all discussed Bennett and co-workers and special 
contributors “The Practice Psychiatry Gen- 
eral 


Installing and Maintaining Psychiatric Unit 


Installing and maintaining psychiatric unit 
general hospital easier than many physicians 
think. The committee found that all such units have 
prospered and that all are located hospitals whose 
staffs have been able see beyond prejudice and 
respond community needs providing total care. 

Understandably, prejudices and fears arise the 
idea admitting mental patients they are re- 
garded “nuts and crazy people,” feared 
that the general hospital will become “sobering-up 
tank.” Many people still tend regard psychosis 
dreadful combination rage, fear and abnormal 
sexual drives, for which the individual should 
locked up. Actually, very few patients lose control 
for more than brief moments, although they then 
require prompt, experienced treatment. Nearly any- 
one can recall from personal experience periods 
struggle maintain control, and therefore knows 
something how feels afraid and panicky. 
psychosis may much like this except for the 
degree intensity and perhaps duration. 

Psychiatric services can provided several 
ways—for example, bed two the medical ward 
few private rooms made available for the pur- 
pose. Such flexible arrangements provide for care 
the psychiatric needs arise. Other hospitals may 
wish provide area for psychiatry, the 
usual practice for the obstetrical surgical other 
departments. For purposes economical operation 
the bed capacity the psychiatric unit should 
least 15. This minimum number satisfactorily dis- 
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tributes the costs per patient for the area—both 
housekeeping costs and those for personnel. The 
physical plant, with suitable space and equipment 
least 15-bed basis, can provided about 
the same costs other general hospital depart- 
ments. 

whatever way the general hospital wishes 
offer the psychiatric services, the emphasis should 
obtaining, first, the services competent, 
interested psychiatrist head the department and 
give mature direction and leadership. would 
have the responsibility integrating the unit into 
the general hospital that total medical service for 
the patients could provided. must able 
work safely with all acute psychiatric conditions and 
emergencies; deal with overanxious relatives; 
exchange information and assistance with the refer- 
ring physician; and cooperate effectively with 
other departments and hospital administration. His 
direction course needed guiding and teaching 
psychiatric staff personnel and on-the-job training 
other necessary personnel. Here the nursing staff 
most important providing the therapeutic milieu 
and the many services for patients. rule nurses 
must recruited from other than state hospitals. 
The head nurse must selected with much care 
the psychiatrist. Student nurses are usually 
delightful additions the staff, for they supply the 
fresh, eager interest that patients enjoy. 

The ward layout architectural problem that 
should planned with the psychiatrist and staff 
who are responsible for the treatment program. The 
idea, however, that adequately locked and screened 
wards obviate all dangers the patient wrong. 
The emphasis must the presence skilled 
staff, alert the problems caring for psychiatric 
patients. Locks the doors and screens the 
windows not substitute for the understanding 
presence and care the patient’s needs; this 
especially true during the time patient has emer- 
gency 

The function the psychiatric unit should 
accurately described. should not represented 
the public cure-all for major community 
problems, especially anti-social behavior. also 
important that the referring physician should 
rule consult with the psychiatrist before transferring 
patient the psychiatric service. The general hos- 


pital psychiatric unit cannot wholly replace the state 
hospital. 

This short report cannot enter into discussions 
financing, architecture administration. Specific 
help such matters can obtained from the 
Northern California Psychiatric Society. Certain 
considerations affect the success the unit and must 
mentioned. For example, nurses should usually 
paid $12 $15 more month than are those 
general floors, compensate them for greater spe- 
cialization nursing skills. The chief psychiatrist 
should compensated appropriately for his skill 
and time give adequate direction and aid 
patients, hospital and colleagues. 


Psychiatric Advances Treatment 


That general hospital psychiatric units can operate 
successfully owing part advances psychi- 
atric knowledge. Psychiatric therapy today 
dynamic speciality with much offer acutely ill 
patients. With the psychotherapeutic skills com- 
petent psychiatrist, and with the drugs and ihe 
physical adjuncts now available, most the acute 
disturbances, however threatening the episode, re- 
spond course treatment. Medical services that 
not offer psychiatric care longer meet the total 
community health needs and wishes. Indeed, the 
American Medical Association and the American 
Hospital Association have indicated that resident 
programs that not include inpatient care emo- 
tional disorders may soon denied full credit and 
approval. 

359 Hawthorne Avenue, Oakland 9 (Juul). 
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Long-Term Management Patients 


After Adrenalectomy 


BENJAMIN M.D., Los Angeles 


THE INITIAL REPORTS 1952 
the favorable palliative effect surgical adrenal- 
ectomy the course some patients with meta- 
static carcinoma the breast, there have been 
number papers other groups investigators 
reporting similar observations. have been partici- 
pant team from the Cedars Lebanon Hospital 
Los Angeles which some two years ago reported 
their results palliative treatment metastatic 
breast carcinoma surgical The 
essential conclusion that report was that surgical 
adrenalectomy was palliative procedure suitable 
for selected patients with metastatic cancer the 
breast. Since adrenalectomy induces second dis- 
ease patients already seriously ill, would seem 
that prime consideration the selection this 
procedure therapeutic choice offered patients 
with metastatic breast disease, would the ease 
difficulty the long-term management patients 
after removal the glands. Surprisingly, there 
scant information the literature this very 
point. The present report review experience 
the long-term medical management patients 
previously subjected surgical adrenalectomy. 


DESCRIPTION PATIENTS 


Sixteen patients, all women, had metastatic carci- 
noma the breast, and adrenalectomy was per- 
formed therapeutic palliative procedure the 
management the disease. One patient, male, 
had large cyst adrenal gland, and severe 
adrenal insufficiency developed after surgical re- 
moval the adrenal cyst with the adrenal gland 
attached. Six patients were observed for one year 
longer, the longest period being almost three 
years. Another four patients were observed for from 
six twelve months before death from cancer su- 
pervened; and the remaining patients died can- 
cer within six months after operation. The patient 
with the adrenal cyst alive and well six months 
after operation. 

MAINTENANCE ADRENAL CORTICAL REPLACEMENT 
REQUIREMENTS 

The criteria which long-term adrenal replace- 

ment therapy were considered adequate were fol- 


From the Department Medicine, Cedars Lebanon Hospitai, Los 
Angeles 29, and the Department of Medicine, University of Southern 
California School Medicine. 

Presented before the Section of Internal Medicine at the 86th An- 
nual Session the California Medical Association, Los Angeles, April 


VOL. 87, NO. DECEMBER 1957 


Experience with the long-term medical man- 
agement patients previously subjected 
surgical adrenalectomy was reviewed. 

Maintenance adrenal cortical replacement re- 
quirements consisted oral cortisone, 37.5 
mg. daily all patients; desoxycorticosterone 
acetate (DOCA), mg. daily, sublingually all 
patients; and supplemental sodium chloride, 
grams daily, seven patients. This provides 
steroids with glucocorticoid and mineralocorti- 
coid activity and adequate salt intake. The 
subjective well-being the patient was the best 
indicator adequate replacement therapy. Un- 
der stable conditions, established dosage sched- 
ules required surprisingly little adjustment over 
long periods time. 

The primary need patients without adrenal 
glands when they are subjected such stresses 
infections, trauma surgical operation, for 
more glucocorticoids. Ordinarily, more DOCA 
and extra sodium chloride not required. Mild 
infections can dealt with temporarily in- 
creasing the daily oral cortisone requirement, the 
patient remaining ambulatory. Severe infections 
with pronounced systemic manifestations require 
hospitalization and parenteral administration 
glucocorticoids. Knowing how long takes for 
the various glucocorticoid preparations take 
effect and how long they continue act im- 
portant the management patients who have 
had adrenalectomy, particularly dealing with 
extraordinary stresses emergencies. 


lows: (1) Sense well-being; (2) avoidance 
symptoms adrenal insufficiency (weakness, ano- 
rexia, nausea, vomiting, fever, hypotension, tachy- 
cardia); (3) absence orthostatic hypotension; 
(4) normal serum electrolyte concentrations. The 
best indicator adequate replacement therapy was 
the patient’s subjective sense well-being. the 
patient complained weakness fatigue the 
absence active metastatic disease, was consid- 
ered sign for adjustment the replacement medi- 
cation. worth stressing that laboratory test 
was valuable the patients’ subjective response. 


The basic adrenal cortical factors necessary 
fulfill the foregoing criteria are steroids active 
maintaining salt and water balance (mineralocorti- 
coid activity), and steroids potent glucocorti- 
coid (hydrocortisone-like) activity. Since single 
known adrenal cortical steroid compound capable 
adequately supplying the above factors without 
unwanted side effects any dose level, employed 
combination the following substances re- 
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placement therapy: (1) Cortisone, (2) desoxycorti- 
costerone acetate and (3) sodium chloride. 


Cortisone. All patients received cortisone 
mouth divided doses total daily dose level 
37.5 mg. Attempts lower the daily dose 
mg. several patients resulted loss well- 
being and the onset symptoms weakness, fa- 
tigue and anorexia. Doses exceeding mg. daily 
ultimately caused edema and rounding the face. 


Desoxycorticosterone. All patients this 
series were given DOCA, mg. daily, sublingually. 
The use long-acting parenteral repository form 
poca 
was tried few patients, but this route admin- 
istration was discarded for the following reasons: 
(a) Uncertainty the exact time when another 
injection was needed, and (b) the development 
edema larger doses cortisone were required for 
any reason. 


Sodium chloride. All patients were permitted 
libitum use salt their diets. Seven patients 
this series required supplemental doses sodium 
chloride tablets, grams daily, order 
maintain normal serum electrolyte concentrations. 


matter interest, that under stable condi- 
tions. (that is, the absence infection, injury 
surgical established dosage schedules re- 
quired surprisingly little adjustment over long pe- 
riods. warm weather, some patients required ex- 
tra supplements salt and slightly higher daily 
dose cortisone (for example, mg. instead 
37.5 mg.). general, minimal maintenance re- 
quirements were needed during the cooler winter 

weather. the six patients observed for year 
longer, the only variations maintenance medica- 
tion consisted adjustments the cortisone dosage 
between 37.5 and mg., and the need for extra 
sodium chloride supplements. all instances, the 
dosage poca was kept constant mg. daily. 


There are slight variations from our regimen 
the published adrenal cortical replacement programs 
other investigators. Huggins and Dao® suggested 
the implantation pellets, rather than the use 
the oral form this compound. The University 
California also expressed preference for 
parenteral administration poca. They suggested 
intramuscular injections desoxycorticosterone 
trimethylacetate every days. and 
his group preferred use cortisone only, oral 
daily dose mg., along with liberal salting 
the diet. Very recently, Leith and sug- 
gested the combined use 9-alpha-fluorohydrocor- 
tisone and hydrocortisone the management 
chronic adrenal insufficiency. have had expe- 
rience with this regimen. 


The following case report illustrates the need for 


384 


the combination mineralocorticoid and glucocor- 
ticoid steroid activity plus adequate salt intake 
the replacement program patient after adre- 
nalectomy. 


60-year-old white woman was admitted 
the hospital, seven months after bilateral oopho- 
rectomy and adrenalectomy, for the purpose ad- 
justing her adrenal cortical replacement regimen. 
Surgical adrenalectomy had been performed because 
the appearance pulmonary metastases. Follow- 
ing operation, there was further progression 
metastatic disease. The patient felt well, gained 
weight and had excellent appetite. However, she 
complained angina effort. The blood pressure 
was within normal limits. Several electrocardio- 
grams were interpreted normal. One Master ex- 
ercise test was interpreted normal and another 
test was called positive for coronary insufficiency. 
X-ray films the chest showed the heart nor- 
mal size. However, the patient was found have 
serum 
cholesterol determinations were done and the con- 
tent was 655 and 630 mg. per 100 cc. The basal 
metabolism rate was +17 per cent. Protein-bound 
iodine and thyroid radioactive iodine uptake stud- 
ies could not performed because recent gall- 
bladder x-ray study. 

Adrenal cortical replacement medication con- 
sisted cortisone, mg. daily mouth and 
mg. sublingually daily. Diet was unrestricted 
sodium content. Dietary salt restriction, out- 
patient, had resulted lessening the anginal 
symptoms, but the patient would become weak and 
tired. Accordingly, she was admitted the hospital 
for closer observation and study. 

The pertinent observations during the stay hos- 
pital are shown Chart and may summarized 
follows: 


Serum electrolytes were normal during the first 
three days hospital, medication remaining the 
same the patient had received outpatient. 


During the next days, Meticorten® doses 
mg. daily was given place cortisone 
and diet unrestricted sodium was con- 
tinued. During the first eight days, gram daily 
supplements sodium chloride were given, and 
during the last seven days mg. daily, was 
also given. The body weight decreased pounds, the 
serum sodium concentration dropped below the nor- 
mal range, and the serum potassium concentration 
exceeded the upper limits normal. These changes 
are consistent with inadequate mineralocorticoid 
and/or salt replacement. Clinically, angina disap- 
peared, but the patient became weak and listless, 


anorexia and nausea developed. 


During the next days, the original regimen 
cortisone, mg. daily, and mg. daily, 
was resumed, with reversal the changes noted 
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Chart (Case representation serum electrolyte changes and clinical course 60-year-old 
woman after adrenalectomy, response various changes adrenal replacement program. 


above. Body weight increased pounds and serum 
electrolytes returned normal concentrations. Ano- 
rexia, weakness and nausea disappeared, but angina 
returned. 


During the next 15-day period, the adminis- 
tration cortisone and was continued with- 
out change dosage, but limitation low sodium 
intake 400 mg. daily was instituted. Again, the 
patient lost weight and anorexia, weakness and 
nausea developed. Serum sodium concentration 
dropped and serum potassium rose. Angina again 
subsided. Again, the patient showed evidence 
mineralocorticoid and salt insufficiency. 


MANAGEMENT PATIENTS SUBJECTED STRESS 


has long been recognized clinically that pa- 
tients with spontaneous Addison’s disease could 
quickly thrown into adrenal crisis following the 
introduction bodily stress such surgical op- 
have shown that blood 17-hydroxycorticosteroid 
levels increase following stresses such surgical 
operation. This believed due part the in- 
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creased adrenal secretion these steroids, These 
observations are particularly pertinent the pa- 
tient whose adrenal glands have been removed. 
would mean that the adrenal cortical replacement 
requirements such patients should temporarily 
raised whenever they are subjected significant 
stress. The commonest stresses encountered the 
group patients here reported upon were infec- 
tions, particularly upper respiratory tract infections. 
Patients who have had adrenalectomy should con- 
stantly instructed the necessity consulting their 
physician the first sign infection any 
sort. Moreover, they should repeatedly taught 
basic method increasing their cortisone intake 
should they caught emergency situation, 
such accident the inability reach their 
physician immediately. 


Management Mild Infections 


The incidence mild infections, such the usu- 
ally epidemic diseases the upper respiratory tract, 
did not appear any higher the present group 
patients who had had adrenalectomy than would 
ordinarily expected the rest the population. 
These patients had average from none two 
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the common viral and respiratory tract infections 
year. Properly controlled patients who have had 
adrenalectomy are not more susceptible infec- 
tions, but the consequences infection may 
more severe them. 


The usual adjustment routine the present series 
was increase the dose cortisone 100 mg. 
daily orally (25 mg. four times day) for two 
days, then lower the dose mg. daily di- 
vided doses for two days, and then finally return 
mg. daily. Usually change was made the 
dose and the intake sodium chloride. 
Antibiotics mouth were usually recommended, 
even circumstances which these substances 
would not advised for ordinary patients, order 
minimize the chances development severe, 
overwhelming Parenteral glucocorticoids 
were only advised when the patient could not retain 
oral medication because vomiting. many cases 
minor infections sufficient advice could given 
over the telephone, but the patient was contact 
with the physician once twice daily during the 
course the illness. the physician had the slight- 
est doubt the status the patient, the patient 
was seen home the office, depending upon 
the particular circumstances hand. 


Management Severe Infections 


three patients this series acute adrenal in- 
sufficiency was precipitated serious infection 
characterized severe systemic reactions. One pa- 
tient had acute bronchiolitis and died adrenal 
insufficiency, the only death this group patients 


attributable the absence adrenal glands. sec- 


ond patient had acute tonsillitis with lymphadenitis, 
and the third patient had urinary tract infection 
with pronounced systemic manifestations. might 
well remark here that three very characteristic 
signs impending adrenal crisis are: (1) Intense 
weakness, (2) intense restlessness and apprehension, 
and (3) generalized migratory and often severe 
skeletal pain. Often the patient unable state pre- 
cisely where the pain is, but that intense pain be- 
ing endured certainty. These symptoms are ex- 
cellent indicators for immediate admittance hos- 
pital, close observation and intensive therapy. 


The basic guiding principles for the management 
acute adrenal insufficiency with impending 
acute adrenal crisis are: 


The primary need for more glucocorticoids. 


The parenteral route administration 
steroids important. 


The physician should know the optimal time 
action the various glucocorticoid preparations. 


The patient should not overloaded with 
fluids and salt. 
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The intensive administration antibiotics 
infection present suspected. 


The primary need more glucocorticoids 


Mendelsohn and Pearson® induced profound clin- 
ical collapse six patients who had had adrenalec- 
tomy withdrawing their daily cortisone medica- 
tion. They found that changes salt and water 
metabolism were not great magnitude and de- 
velop slowly. They concluded that the vigorous ad- 
ministration glucocorticoids was the crux 
treatment adrenal crisis these patients. 
clinical experience agreement with these obser- 
vations. The primary requirement for more corti- 
sone hydrocortisone, not for more DOCA and salt. 
matter fact, the latter are not necessary, 
experience, whenever the daily dose cortisone 
exceeds 100 mg. 


II. Parenteral route administration 
glucocorticoids 


firmly believe that acutely ill patient who 
has had adrenalectomy should always receive gluco- 
corticoids parenterally. prefer the intramuscular 
administration cortisone for basic long range 
control and the intravenous infusion hydrocorti- 
sone for the acute immediate emergency. Depend- 
ence cortisone mouth any dose level 
deemed hazardous dealing with acutely ill 
patient because uncertainty absorption 
the medication, the frequent presence nausea and 
vomiting, the lack certainty that the patient will 
take the drug regularly and the clinically erratic 
effect oral medication these patients. 


Time action glucocorticoid preparations 


absolute requirement for successful preventive 
therapeutic management acute adrenal cortical 
insufficiency thorough familiarity the optimal 
time action and route administration the 
various adrenalcortical preparations. There are 
short acting and long acting compounds; there are 
quickly acting and delayed acting dosage forms: 
there are drugs best suited for immediate emergency 
situations, and drugs better suited for longer range 
maintenance effects. The situation analogous 
the problem selecting the proper digitalis prepa- 
ration. Unfortunately, many physicians are not 
aware the basic characteristics the various 
steroid preparations. with digitalis, best 
become conversant with the use two three 
preparations, preferably quick acting drug for 
emergency use and longer acting preparation for 
long range control. The following thumbnail 
sketch the salient features the important avail- 
able glucocorticoid compounds. 
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Cortisone 

(a) Oral. The oral tablets are eminently suitable 
for long term ambulatory therapy under stable con- 
ditions. The absorption cortisone more rapid 
after oral administration than after intramuscular 
administration. The clinical effect cortisone taken 
mouth manifest within four hours and may 
persist for from eight twelve Although 
quicker onset action, the duration action 
shorter, than following intramuscular administra- 
tion. already stated, not feel that the oral 
route administration dependable the acutely 
ill adrenalectomized patient. 

(b) Cortisone acetate given in- 
tramuscularly requires about hours begin 
exert appreciable clinical effect. maximum 
opinion, intramuscular cortisone provides the 
best basic parenteral glucocorticoid preparation 
for treatment over period several days. pro- 
vides steady dependable therapeutic “floor” 
acutely ill patient. Similarly, its effects persist for 
tinued. However, not suitable for emergency use 
since does not exert significant action time. 
Intravenous hydrocortisone 

The intravenous preparations hydrocortisone 
are the preparations best suited for emergency situ- 
ations. clinical response may 
achieved within one hour after the intravenous ad- 
ministration 100 mg. Signifi- 
cant sodium retention begins within two 
There are two forms hydrocortisone commercially 
available for intravenous use: 

(a) Free hydrocortisone per cent alcohol 
(packaged dose 100 mg. cc. ampul). 
This must diluted 500 1000 cc. distilled 
water saline solution and given constant drip. 


(b) Hydrocortisone hemisuccinate, water-sol- 
uble form hydrocortisone, which form 100 mg. 
can given direct intravenous injection 
volume 

Other compounds 

have not employed prednisone and prednisolone 
the treatment acute adrenal insufficiency be- 
cause their negligible mineralocorticoid activity 
compared cortisone and hydrocortisone. Fluo- 
rohydrocortisone, the other hand, would exert 
too great mineralocorticoid effect the doses nec- 
essary combat acute adrenal insufficiency. 
older intravenous preparation useful emergency 
aqueous adrenal cortical extract administered re- 
peatedly sufficient dosage. 


IV. Parenteral fluids 


has been practice follow current prin- 
ciples postoperative fluid Gen- 
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erally, not more than 2000 ml. fluid per hours 
administered. prefer use glucose distilled 
water rather than saline solution. Moderate de- 
creases serum sodium and chloride concentrations 
were not considered matters great concern, pro- 
vided the patient’s clinical condition was satisfac- 
tory. sodium chloride was deemed necessary, not 
more than liter half-normal sodium chloride 
solution was given intravenously per day. gen- 
eral, preferred letting the patient obtain the salt 
needed mouth, usually when began eat. 
worth re-emphasizing that cortisone and hydro- 
cortisone daily doses exceeding 100 mg. have 
significant sodium-retaining mineralocorticoid 
This also the reason for belief that 
the administration not necessary when 
large doses cortisone hydrocortisone are em- 
ployed. 


General Therapeutic Scheme for Patients with 
Acute Adrenal Insufficiency 


This fundamentally the same outlined 
previous for the operative and postoperative 
management patients undergoing adrenalectomy. 
Briefly, the following routine suggested: 

Immediate intravenous injection 100 mg. 
hydrocortisone hemisuccinate. 

Follow with slow intravenous drip 100 mg. 
hydrocortisone contained 500 ml. per cent 
glucose distilled water. 


Concurrently, give 150 mg. cortisone ace- 
tate intramuscularly and subsequently give mg. 
intramuscularly every four hours around the clock. 
Thus, total 300 400 mg. cortisone given 
intramuscularly during the first hours. 


Further intravenous infusions hydrocorti- 
sone during the first hours depend upon clinical 
response patient. 

succeeding days, gradually reduce the total 
daily dose intramuscular cortisone acetate given 
spaced multiple injections—for example, 200 mg. 
the second day, 150 mg. the third day and 100 
mg. the fourth day. 

Occasionally, the concurrent parenteral use 
vasoconstrictors such norepinephrine necessary 
the patient shock and does not respond 
reasonable time. 

remembered that other physicians em- 
ploy other satisfactory routines, such the use 
intravenous hydrocortisone alone, the intramus- 
cular use hydrocortisone 


The following case report illustrates some the 
principles just discussed: 


The patient was 36-year-old white 
woman who had had bilateral oophorectomy and 
adrenalectomy six weeks before for palliation 
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advanced carcinoma the breast with metastasis 
the brain, chest wall and bones. Maintenance medi- 
cation consisted cortisone, mg. daily mouth 
and sublingual poca, mg. daily. Four days before 
the present admittance hospital she became weak, 
anorexic and complained generalized aching 
the body. Accordingly, the dose cortisone 
mouth was increased 100 mg. day. Despite this 
she became progressively weaker, very restless and 
complained severe generalized pains involving 
the head, left axilla, both flank areas over the sites 
incision and the lower abdomen. the morning 
admission the hospital the temperature rose 
101°F., and she was nauseated. Upon admission 
the hospital the afternoon, she was started cor- 
tisone mg. intramuscularly every eight hours and 
procaine penicillin 600,000 units intramuscularly 
every twelve hours. The next morning, there was 
temperature spike 105°F. and the patient went 
into adrenal collapse. She was bathed cold 
sweat, was intermittently cyanotic, had thready 
pulse rate 140 160 beats per minute, had 
Cheyne-Stokes respiration, and appeared lethargic 
and semicomatose. Upon physical examination 
intensely reddened pharynx and follicular tonsillitis 
were noted. The left posterior auricular and posterior 
cervical lymph nodes were decidedly enlarged, hot 
and exquisitely tender. Leukocytes numbered 6,800 
per cu. mm. blood—79 per cent polymorphonu- 
clear cells with per cent stabs. 


Emergency measures consisted the adminis- 
tration 100 mg. hydrocortisone contained 
1000 ml. per cent glucose distilled water 
constant intravenous drip, cortisone intramus- 
cular injection, mg. every four hours, and large 
parenteral doses penicillin and terramycin. Dur- 
ing the first hours therapy, the patient received 
total 200 mg. hydrocortisone intravenously, 


300 mg. cortisone intramuscularly and 2,000 ml. 


per cent glucose water intravenously. Within 
hours, there was decided clinical improvement 
and the temperature was normal and remained so. 
The patient recovered and left the hospital ten 
days. 

This case illustrates the following points: 


The precipitation acute adrenal collapse 
severe infection with pronounced systemic mani- 
festations—in this case, acute tonsillitis with accom- 
panying acute lymphadenitis. 

Typical premonitory symptoms impending 


adrenal crisis; that is, intense weakness, apprehen- 


sion and severe generalized pains. 


The failure the oral administration cor- 
tisone forestall the collapse, despite doubling 
the maintenance dose. 


Failure appreciate the significance the 
premonitory symptoms adrenal crisis time 
take adequate measures prevent collapse; that is, 
the administration parenteral glucocorticoids and 
large doses antibiotics. 
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The failure appreciate the lag period cor- 
tisone action after beginning intramuscular admin- 
istration upon admission the patient the hos- 
pital. This contributed the development adrenal 
collapse. 


Finally, the dramatic response the emer- 
gency use intravenous hydrocortisone supple- 
mented large doses intramuscular cortisone. 

6423 Wilshire Boulevard, Los Angeles 48. 
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REPORTS VASCULAR LESIONS occurring sarcoid- 
are seldom seen the The granu- 
‘oma generally accepted the fundamental lesion 
this disease unknown cause, involving usually 
several organs and systems. Two cases proven 
sarcoidosis presenting localized vascular lesions 
following steroid therapy were recently observed. 


REPORTS TWO CASES 


25-year-old Negro male was admitted 
the Veterans Administration Hospital, Oakland, 
October 22, 1951, with complaint fever, cough 
and 20-pound decrease body weight three 
weeks, 


The patient was well developed and slender. 
did not appear ill any distress. The 
temperature was 99°F., the pulse rate 104, respira- 
tions per minute, the blood pressure 130/74 mm. 
mercury. abnormalities were noted exam- 
ination the heart, the lungs and the abdomen. 
few small, firm, discrete supraclavicular nodes were 
palpable bilaterally. Several papular flesh-colored 
lesions were noted over the skin the hips and legs, 
and small subcutaneous nodule was palpable over 
the volar aspect the left forearm. 


Results hemogram and urinalysis were within 
normal limits. The erythrocyte sedimentation rate 
(Wintrobe) was mm. one hour. serological 
test was negative for syphilis. The protein content 
was 7.7 gm. per 100 cc. blood—albumin 4.5 gm. 
and globulin 3.2 gm. Agglutinations for brucellosis 
and tularemia were negative; the heterophil anti- 
body titer was Middlebrook-Dubos test was 
negative for components mycobacterium tubercu- 
losis. Several specimens sputum were negative 
for acid-fast bacilli concentrated smear, culture 
and guinea pig inoculation. The reaction second 
strength tuberculin skin test was positive; 
coccidioidin skin test, negative. 


roentgenogram the chest showed bilateral 
hilar lymphadenopathy, prominent lung roots and 
“fine reticulation” peripherally the lung fields. 
Roentgenograms the skull, sinuses, hands and feet 
showed T-wave inversion through the chest 
leads compatible with “juvenile pattern” occasion- 
ally seen normal variant young Negro males. 


From the Department of Medicine, Veterans Administration Hospi- 
tal, Oakland 12. 


Submitted July 29, 1957 (Revised) . 
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Vascular Lesions Sarcoidosis 


Relationship Steroid Therapy 


CARL EPSTEIN, M.D., Oakland 


two patients with sarcoidosis treated with 
cortisone, localized vascular lesions, proven 
biopsy, subsequently developed. Vascular lesions 
occurring sarcoidosis, basically granuloma- 
tous disease, are rarely described. However, 
clinical picture combined arteritis-sarcoidosis 
with overlapping features not infrequently 
observed. Hence clinical differentiation may 
difficult. Some observers suggest 
tionship, perhaps common etiological group- 
ing the hypersensitivity 
tion, because the basic pathological lesions 
granuloma and arteritis. 

The possible relationship steroid therapy 
the development diffuse vascular lesions 
arteritis appears gaining recognition, par- 
ticularly the case susceptible patients with 
rheumatoid arthritis, although the two cases 
here reported the disease for which steroids were 
administered was sarcoidosis and the arterial le- 
sions observed subsequent therapy were local- 
ized rather than diffuse. Since seems unlikely 
that arteritis would part the clinical mani- 
festations sarcoidosis, implied that 
‘higher incidence such lesions (localized 
diffuse) may related prolonged steroid 
therapy. 


biopsy left supraclavicular lymph node 
showed reticuloendothelial hyperplasia, but chronic 
granulomatous lesions compatible with sarcoidosis 
were noted the adjacent fatty tissue (Figure 1). 
Biopsy specimen the liver showed scattered 
granulomatous lesions consisting epithelioid cells 
and few scattered lymphocytes (Figure 2). 
caseation necrosis giant cells were noted. 
organisms were seen acid-fast stains these 
biopsy specimens. 

For two weeks the patient had low grade fever, 
and the temperature then returned spontaneously 
normal. roentgenogram the chest taken about 
two weeks after entered the hospital showed some 
progression the pulmonary disease—an increase 
the hilar enlargements and diffuse nodularity 
the peripheral lung fields (Figure the 
patient had become free clinical symptoms refer- 
able the chest. was discharged with diagnosis 
sarcoidosis. 

January 22, 1952, the patient was readmitted 
the hospital with complaint right frontal head- 
ache, persistent cough, night sweats, fever and chilly 
sensations. Upon examination the chest, dullness 
and crepitant rales over thé lung bases were noted. 
The liver was palpated just below the right costal 
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Figure liver biopsy 


following cortisone therapy. 


margin deep inspiration. Slightly enlarged dis- 
crete supraclavicular, submandibular, epitrochlear 
and femoral lymph nodes were noted. The papular 
flesh-colored skin lesions were again noted over the 
lower trunk and legs, and small subcutaneous 
nodule over the volar surface each forearm was 
easily palpable. roentgenogram the chest showed 
essentially the same changes those observed previ- 
ously. After one-week control period for baseline 
observation, during which low grade fever per- 
sisted, the patient was given cortisone mouth, 
mg. every six hours. Pronounced symptomatic im- 
provement and return normal temperature oc- 
curred within hours. Serial roentgenograms 
the chest showed moderate improvement (Figure 
but the pulmonary lesions were not completely re- 
solved, and after several weeks static condition was 
reached. 

From objective standpoint, further improve- 
ment was noted the disappearance the small 
subcutaneous nodules over the volar surface each 
forearm, shrinkage all the palpable lymph nodes, 
disappearance the abnormal sounds the lungs, 
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moderate fading the skin lesions the lower 
trunk and legs, maintenance normal tempera- 
ture, and decrease the sedimentation rate 
normal range. 

The patient was then discharged much improved 
and was kept under observation outpatient 
status while receiving maintenance cortisone ther- 
apy, mg. every hours. October 1952, cor- 
tisone was discontinued, whereupon the scattered 
papular lesions became more prominent the skin 
the extremities and roentgenogram the chest 
showed slight increase the miliary densities 
previously noted. Coughing began again and mild 
exertional dyspnea was noted. The patient had mod- 
erate stiffness about the knees, and body weight de- 
creased pounds. was readmitted the hospital 
January 23, 1953 and cortisone therapy, mg. 
every six hours, was resumed. Symptomatic improve- 
ment and slight regression the skin lesions oc- 
Again the patient was discharged from the 
hospital, and cortisone, mg. three times day, 
was prescribed. roentgenogram the chest 
May 1953, showed decrease and moderate clear- 
ing the fine pulmonary densities. November 
12, 1953, cortisone was again discontinued. The 
patient remained well for several months and chest 
roentgenograms taken during that time showed 

January 1954, two months after cortisone was 

igure 09.—ULranu omatous reaction in mass excised from 
discontinued, the patient noted the medial aspect 
the right thigh small lump which kept growing 
larger and firmer was decidedly tender but not 

ainful. was readmitted the hospital for further 
afebrile. few fine faint moist inspiratory rales 
were heard over the right lung base. There was 
enlargement lymph nodes, abdominal masses 
enlargement organs. Skin lesions described 
previously were still present over the trunk and 
lower extremities. Along the inner and upper aspect 
the right thigh was distinctly tender subcutane- 
ous mass about cm. diameter. abnormalities 
were noted hemogram and urinalysis. The 
erythrocyte sedimentation rate (Wintrobe) was 
mm. one hour. Fasting blood sugar, urea nitrogen, 
calcium, phosphorus and protein determinations 
were all within normal range. Gamma globulin con- 
tent was 1.44 gm. per 100 cc. Results liver func- 
tion studies, including serum bilirubin, cephalin 
flocculation, thymol turbidity, bromsulfalein reten- 
tion and prothrombin time, were within normal 
limits. roentgenogram the chest showed slight 
regression the previously described pulmonary 
densities and hilar enlargements. abnormalities 
were seen roentgenograms the skull, hands and 
feet. electrocardiogram showed change. 
March 18, 1954, the tender mass the thigh was 
surgically removed. Upon pathological examination, 
the specimen was observed consist skin and 
subcutaneous fat and cut section there was diffuse 
fibrosis the subcutaneous tissue. Microscopic ex- 
amination showed not only widespread gran- Figure 6.—Periarteritis changes mass excised from 
ulomatous reaction (Figure but also periarteritis. thigh 
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and about the walls small arterial blood vessels 
were noted edema and infiltration with lymphocytes 
and polymorphonuclear cells; and some instances 
there was almost complete obliteration the lumen 
the vessels (Figure 6). These changes were inter- 
preted being compatible with periarteritis and/or 
obliterative vasculitis and sarcoidosis. Previous biop- 
sies, including the supraclavicular lymph node and 
liver were reviewed the staff pathologist and the 
changes observed all them were thought 
compatible with sarcoidosis. The patient was again 
discharged and kept under observation out- 
patient. Cortisone was not given. When last observed, 
December 1954, was asymptomatic. All the 
skin lesions were almost completely gone and 
roentgenogram the chest showed considerable 
clearing both the small pulmonary infiltrations 
and hilar enlargements. 


25-year-old Negro male was admitted 
the eye service the Oakland Veterans Admin- 
istration Hospital April 1954, for treatment 
chronic active iridocyclitis the right eye. Two 
weeks later, was transferred the medical service 
with diagnosis sarcoidosis. The patient said that 
about two years previously, while was military 
duty Alaska, his right eye became red and painful 
and vision diminished. was put hospital and 
was treated with penicillin, hydrocortisone, “dila- 
tors” and ointments, which relieved the pain but not 
the redness impairment vision. Because 
roentgenogram the chest showed “spots,” was 
transferred another ward for observation for sar- 
coidosis. said had not had symptoms referable 
the chest. incidental finding the hospital 
Alaska was positive serological test for syphilis. 
The patient denied any previous knowledge in- 
fection. spinal puncture, bone marrow aspiration 
removal lymph gland from the neck were 
carried out. Treatment presumably helped the “spots” 
the lungs; but the condition the right eye was 
only partially improved, redness and poor vision 
persisting. The patient was then transferred Fitz- 
simmons General Hospital Denver, where for the 
first time the examining physician noted some sub- 
cutaneous nodules all the extremities, well 
“bumps” the skin the trunk and extremities. 
The patient was studied extensively over period 
the next months and was given medical dis- 
charge because the condition the right eye and 
sarcoidosis. received cortisone and corticotropin 
for approximately three months afterward, 
but treatment was discontinued 1952. 


Some the special studies done Fitzsimmons 
included liver biopsy, muscle biopsy, removal 
nodule from the right forearm, skin tests and many 
roentgenograms. The patient was told that the 
“spots” the lungs had cleared. While was re- 
ceiving steroid therapy, noticed nervousness, 
shakiness the hands and occasional mild chills, 
which were considered peculiar side effects the 
hormones. However, the subcutaneous nodules and 
skin “bumps” regressed considerably. 


One evening December, 1952, after taking 
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shower, the patient had severe shaking chill fol- 
lowed high fever. The next morning arising 
noted tight tender feeling both calves, which 
persisted and constituted one the chief complaints 
the time admittance the Veterans Adminis- 
tration Hospital Oakland. The tightness and ten- 
der feeling over the calves were most noticeable 
the morning arising but would diminish after 
had been his feet for while after massage 
the calf muscles. The patient was not certain whether 
the lumps had increased size, but said 
believed the size the calves had increased. The 
condition the right eye had not improved although 
after discharge from the service continued 
receive outpatient treatment the Veterans Admin- 
istration outpatient department San Francisco. 
was there that, because the lack improvement, 
was referred the Oakland hospital for further 
study and treatment. 


The patient was tall, slender and well developed. 
did not appear ill any distress. The 
temperature was 98.6°F., the pulse rate 84; respira- 
tions per minute and blood pressure 128/82 mm. 
mercury. few small papular lesions were noted 
the skin over the elbows, forearms, back the 
legs, anterior chest, lower back, the chin and cheeks. 
Tender irregular masses were palpated the calves 
the legs apparently the subcutaneous tissues. 
few small palpable posterior cervical, axillary, 
epitrochlear, inguinal and femoral lymph glands 
were present. The spleen and liver were not palpable. 
abnormalities the heart lungs were noted. 


hemogram, urinalysis and erythrocyte sedimen- 
tation rate were all within normal limits. sero- 
logical test for syphilis was positive. The total pro- 
tein content the blood was 7.8 gm. per 100 cc.— 
albumin 4.6 gm. and globulin 3.2 gm. The gamma 
globulin content was 900 mg. per 100 cc. The result 
Middlebrook-Dubos test was negative. Liver 
function tests showed abnormality. The contents 
cells and protein the spinal fluid were within 
normal limits and the result Kolmer test was 
negative for syphilis. electrocardiogram showed 


roentgenogram the chest April 1954, 
the cardiac shadow was normal. The roots the 
lungs were “heavy” and there was considerable 
increase markings the bases, particularly the 
right, suggesting bronchiectasis bronchitis (Fig- 
ure 7). Roentgenograms the hands and feet 
showed some osteoporosis and coarsening the 
reticulations the bones, which was thought 
consistent with sarcoidosis. abnormality was ob- 
served roentgenogram the skull. review 
previous roentgenograms the chest was de- 
scribed follows: “Study the chest dated August 
23, 1952, shows gross nodular enlargement both 
lung roots, with very pronounced paratracheal en- 
largement the right and parahilar enlargement 
bilaterally. There fine, linear, nodular fibrosis 
throughout both lungs, arranged parahilar dis- 
tribution. Subsequent studies show little change until 
November 1952, when slight clearing was noted, 
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Figure lung roots and increased markings 
right base. 


but hilar enlargement and slight pulmonary fibrosis 
persisted. August 10, 1953, pleural thickening 
had developed the left base with some faint exuda- 
tion both lung bases. The hilar nodes, however, 
had decreased considerably. September 25, 1953, 
pleural thickening was seen both bases with in- 
creased lung markings, but there was further regres- 
sion the hilar nodes. The findings are consistent 
with sarcoidosis, although the possibility lymph- 
oma not entirely excluded the basis roent- 
genograms.” 

The muscle biopsy which had been performed 
Fitzsimmons General Hospital was reviewed the 
staff pathologist and the description was that 
skeletal muscle showing varying degrees degenera- 
tion and fibrosis. The fibrous tissue was dense and 
contained several irregular tubercles composed 
epithelioid cells and lymphocytes. Some the 
tubercles showed foreign body type giant cells. The 
diagnosis was that degenerating skeletal muscle 
compatible with sarcoidosis. 

May 15, 1954, one the subcutaneous masses 
from the left calf was excised and microscopic ex- 
amination showed several areas scar tissue within 
skeletal muscle containing epithelioid tubercles with 
multinucleated foreign body type giant cells and 
dense infiltrate with plasma cells and lymphocytes 
(Figure 8). these areas, occasional arteries could 
seen which there was obliterative type 
endarteritis (Figure 9). The arterial walls were 
thickened and edematous, but showed evidence 
inflammation necrosis (Figure 10). Away from 
the area fibrosis within the muscle itself, infil- 
trates more typical sarcoid lesions could seen. 
these areas the tubercles were well formed, quite 
dense, and showed relatively little lymphocytic in- 
filtration. The impression was that voluntary 
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muscle tissue showing lesions compatible with sar- 
coidosis and obliterative endarteritis. 

While the patient was undergoing the various 
diagnostic studies, continued receive treatment 
for iridocyclitis, mainly the form atropine and 
hydrocortisone eye drops, and hydrocortisone orally, 
mg. three times day. Eventually, with the com- 
pletion studies and improvement the ocular 
symptoms, was discharged for follow-up care 
the Veterans Administration outpatient department 
San Francisco. 


HISTORICAL AND HISTOPATHOLOGICAL FEATURES 


Although the cause sarcoidosis remains obscure, 
the disease has received recognition well-defined 
clinical entity. Historically, some confusion has re- 
sulted from the variety designations for the dis- 
ease, but general the many observers and inves- 
tigators who have reported upon have helped 
increase the knowledge and understanding this 
condition. 

The skin lesions sarcoidosis were first described 
Hutchinson 1875 and again 1898. the 
later report used the term “Mortimer’s malady,” 
after one his patients, although nine years previ- 
ously Besnier had referred the disease “lupus 
pernio.” 1889, Boeck first gave accurate 
pathological description the skin lesions and his 
name has since been closely associated with the 
disease. Heerford 1909 first described the uveo- 
parotid involvement. 1914, Schaumann made his 
classical contribution recognizing Boeck’s sar- 
coid and Besnier’s “lupus pernio” the same dis- 
ease, and, noting the more widespread lymphatic 
and visceral involvement, gave the name lympho- 
granuloma benigna. 1915, pulmonary lesions were 
described Kutzinsky and Bittorf; bony lesions, 
Jungling 1919; and hepatic and gastrointes- 
tinal involvement Kissmeyer 1932. 1936, 
Hunter® used the term generalized sarcoidosis and 
provided very thorough historical review the 
subject. Similarly interesting and comprehensive re- 
views were written Freiman,® Longcope and Frei- 
and 

The disease has world-wide extent but the exact 
incidence difficult ascertain. this country, 
survey over eight million inductees the armed 
forces, 226 cases were noted, 2.74 per 100,000. 
epidemiological study these cases Michael 
and revealed higher incidence 
Negroes, the southeastern part the United 
States, and rural areas—suggesting that geo- 
graphical well racial factors play part. 

The problem disease unknown cause has 
naturally brought forth many and varied etiologic 
theories. Any disease agent capable producing 
diffuse granulomatous reaction has some time 
other suggested possible cause for sarcoidosis. 
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Figure excised subcutaneous mass, 
left calf 
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excised mass, left calf 


The disease most discussed remains tuberculosis, 
and one rather widely credited concept that sar- 
coidosis aberrant form tuberculosis. Observ- 
ers who lean this theory emphasize the high 
incidence tuberculosis occurring one stage 
another patients with sarcoidosis; and they at- 
tribute the usual negative tuberculin skin test 
sarcoidosis anergic phase tuberculosis. 
Stronger arguments against this relationship are 
made investigators who find proof cultural 
immunological techniques, and point out the dif- 
ferences the microscopic appearance the basic 
granulomatous lesion the two diseases, not only 
the active forms, but the progression healing 
phase. The sarcoid tubercle retains its shape and 
size even with healing hyalinization and does not 
fuse, whereas the acid-fast tubercle usually loses its 
original configuration and frequently fuses. Such 
features caseation and necrosis are seldom seen 
sarcoidosis but are quite prominent tubercu- 
losis. Predilections for certain organs also vary with 
the two diseases. Involvement the myocardium 
not unusual sarcoidosis but rare tuberculosis. 
the other hand, involvement serous surfaces 
and adrenal glands common tuberculosis, rare 
sarcoidosis. Other infectious diseases provoking 
discussion with regard possible relationship 
sarcoidosis are brucellosis, leprosy, leishmaniasis 
and syphilis, well various yeasts, fungi and 
viruses, particularly 
The similarity lung lesions sarcoidosis those 
that occur workers exposed beryllium com- 
pounds has also suggested relationship, From 
nosological standpoint, some investigators feel that 
the disease not infectious but properly classified 
the lymphomatous group. Still others support 
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allergic hypersensitivity concept which also takes 
into consideration the diffuse collagen diseases. 

The basic lesion sarcoidosis the tubercle 
granuloma, single multiple, consisting large 
pale epithelioid cells and permeated with fine retic- 
ulum, with few, any, surrounding lymphocytes, 
neutrophils eosinophils, usually grouped about 
small blood vessels lymphatics. Multinucleated 
giant cells are usually present and may contain non- 
specific inclusion bodies. The sarcoid granuloma 
may remain unchanged for years, may completely 
resolve and disappear, may undergo fibrosis and 
hyalinization without any appreciable change its 
original size and configuration. Any organ may 
involved, but those most commonly invaded are 
lymph nodes, lung, liver and spleen. Although skin 
lesions first attracted attention this disease, the 
skin involved only about per cent cases. 

Laboratory studies show little the way sig- 
nificant abnormalities except for hyperglobulinemia 
with without increase the total,serum pro- 
teins, reflected primarily the gamma globulin 
fraction shown electrophoretic studies. Eleva- 
tion serum calcium content has been noted 
some cases. 

Roentgenograms the chest probably are the 
greatest clinical aid first directing suspicion and 
ultimately leading diagnosis this disease. The 
usual roentgen findings are those hilar and/or 
paratracheal lymphadenopathy with without par- 
enchymal involvement. The latter may consist 
irregular infiltrations, diffuse pulmonary nodulations 
varying from mm. diameter, dissem- 
inated miliary lesions about mm. diameter. 

The Kveim reaction skin test diagnostic 
aid limited the fact that nonspecific, re- 
quires three six months read, and could 
quite painful producing necrotic, slowly healing 
skin lesion. Although the correlation positive re- 
actions high proven cases, negative reaction 
sometimes occurs, especially cases which the 
skin lesions have healed the disease has ceased 
progress. More disconcerting the fact that 
antigen from normal spleens may produce the same 
results the Kveim antigen obtained usually from 
skin lesions, lymph nodes and spleens from patients 
with proven sarcoidosis. 

Biopsy palpable lymph node skin lesion, 
present, remains the most positive method 
diagnosis. such lesions are not present, needle 
biopsy the liver, excision prescalene lymph 
node biopsy voluntary muscle may helpful. 
some instances, diagnosis remains one ex- 
clusion. 

The disease usually runs chronic low-grade 
course over period years. Death usually the 
result pulmonary fibrosis and/or cardiac 
ciency, although extensive localization vital areas 
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such the heart, brain, kidney and may 
cause death earlier. 

Until the advent cortisone and related com- 
pounds, there was very little offer combating 
this disease. Israel and emphasized that 
cortisone therapy should not used mild 
asymptomatic cases. Therapy indicated particularly 
for patients who are threatened with respiratory 
renal insufficiency, with visual impairment (uve- 
itis), who have severe skin lesions, hepatospleno- 
megaly, myocardial involvement. The necessity 
for making certain tuberculosis not present before 
instituting therapy stressed because the recog- 
nized adverse effect cortisone this disease. 
this regard, should noted that the beneficial 
response cortisone permits certain inference 
drawn—namely, that failure tuberculosis 
become manifested cortisone-treated patients with 
sarcoidosis reasonably good evidence against the 
tubercle bacillus being part of, etiologic 
factor the disease. However, other clinicians feel 
that active tuberculosis may develop some patients 
with sarcoidosis who are receiving steroid therapy, 
and that they should carefully observed for this 
with repeated skin testing (if originally 
roentgenograms the chest and examinations 
sputum. 


DISCUSSION 


The two cases reported herein are thought 
unusual that the patients had proven sarcoidosis 
and, addition, vascular lesions. This pathological 
change mentioned the literature 
which autopsy the lesion typical for the disease 
was observed many sites, particularly the lungs, 
and also striking vascular lesions resembling peri- 
arteritis nodosa the striated musculature the 
lower extremities. Watjen also referred another 
case, reported which three differ- 
ent pathological processes occurring one patient 
were described—namely, nonspecific inflammation, 
granulomata with epithelioid and giant cells, and, 
finally, lesions resembling those 
nodosa. Although Staehelin had the impression that 
the three processes that case were all related 
one and the same pathologic menage, expressed 
the opinion that the vascular changes were quite 
atypical and rare for Boeck’s disease, and therefore 
constituted independent process superimposed 
added the Boeck’s disease. Watjen, however, felt 
that the two processes were interrelated. 

Jackson and reported five cases 
periarteritis nodosa and one sarcoidosis, proven 
biopsy, and emphasized certain clinical and his- 
topathological similarities the two diseases which 
could actually different stages the same disease 
entity. They suggested granuloma, 
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acute chronic, perivascular extravascular, 
suitable name for the disease. similar concept was 
advanced who described the case 
young Negro male with chronic leg ulcers and leg 
pains. biopsy indurated area the left calf 
musculature showed changes compatible with both 
periarteritis nodosa and sarcoidosis. The subject 
extravascular lesions periarteritis nodosa was 
dealt with communication Churg and 
and the relationship other hypersensi- 
tivity manifestations such erythema nodosum 
appearing sarcoidosis was described Kats- 

More recently, reported case which 
features both diseases were present. The patient 
was 36-year-old Negro woman with complaint 
fever, loss weight, skin lesions the hands and 
legs, cough, exertional dyspnea and redness the 
left eye. The skin lesions were raised, circular and 
tender. The changes the eye were those uveitis 
characteristic for roentgenogram 
the chest showed right hilar nodular enlargement. 
Fever, anemia and accelerated sedimentation rate 
were also present. Biopsies the nodular skin lesions 
were compatible with periarteritis nodosa and 
right supraclavicular lymph node biopsy showed 
noncaseating tubercles compatible with sarcoidosis. 

attempting clarify the problem 
vascular disease, suggested necrotizing angiitis 
generic term, with five major subdivisions: (1) Hy- 
persensitivity angiitis resulting from hypersensitivity 
serum, sulfonamides and drugs; (2) allergic 
granulomatous angiitis seen patients presenting 
clinical evidence asthma and other allergic states 
-with bouts fever and eosinophilia; (3) rheumatic 
arteritis seen patients with fulminating rheu- 
matic fever; (4) periarteritis nodosa applied 
the “multiple system disease” with features poly- 
neuritis and hypertension; and (5) temporal arteri- 
tis, more benign condition manifested pain and 
tenderness over the temporal arteries, accompanied 
fever, malaise and anorexia. 

Another clinical syndrome disease that has be- 
come prominent recent years Wegener’s granu- 
lomatosis, which embraces both granulomatous and 
vascular lesions. 1936, first de- 
scribed disease manifested respiratory tract 
granuloma, diffuse angiitis and necrotizing glomer- 
ulitis. Two similar cases reported the case records 
the Massachusetts General demonstrated 
the difficulty clinical differentiation from sarcoid- 
osis. Fahey and and Godman and 
Churg’ adding their seven cases Wegener’s 
granulomatosis the previously reported cases, 
described the clinical syndrome usually begin- 
ning with severe destructive sinusitis and/or rhinitis, 
then persistent pneumonitis accompanied fol- 
lowed signs renal damage and generalized 
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vasculitis. The illness ends fatally, with arteritis 
uremia dominant the time death. The essential 
pathological findings include necrotizing granulo- 
matous lesions the respiratory tract and general- 
ized focal necrotizing vasculitis and glomerulitis. 
These clinical and pathological features should help 
differentiate this entity from other vascular and 
granulomatous diseases. The cause remains unknown 
but state hypersensitivity strongly suggested 
the presence such pathological lesions 
granuloma, vasculitis and glomerulitis, each 
which may found other hypersensitivity states 
diseases. 

was noted the two detailed case reports that 
the vascular lesions were apparently evidence 
localized rather than diffuse pathologic change and 
that both patients had received steroid therapy be- 
fore the development and diagnosis the vascular 
lesions. This raises speculation cause and 
effect relationship. injecting corticoid hormone 
(desoxycorticosterone acetate) into rats which had 
previously had unilateral nephrectomy, Selye and 
produced nephrosclerosis with hypertension 
and lesions resembling periarteritis nodosa, throm- 
boangiitis obliterans and rheumatic fever. Autopsy 
the experimental animals the 27th day showed 
many reddish nodules along the course the mesen- 
teric blood vessels which microscopic examina- 
tion showed changes strikingly similar those seen 
cases periarteritis nodosa humans. Similar 
vascular changes were seen the pancreas and 
kidney. Pathological changes resembling the 
nodules rheumatic fever were noted the myo- 
cardium, and lesions malignant nephrosclerosis 
were noted the kidneys. Subsequently, Selye and 
brought about similar changes (periarteritis 
nodosa and malignant nephrosclerosis) primate 
animal more closely related man, namely the 
rhesus monkey, using potent synthetic mineral- 
corticoid, 2-methyl-9 (alpha) fluorocortisol (ME-F- 

summarizing the dangers steroid 
therapy, stated there suggestive evidence that vas- 
cular lesions resembling periarteritis nodosa may 
produced. Finck® reported case 44-year-old 
man with chronic arthritis who took large doses 
cortisone (300 mg. daily) for six months without 
medical supervision. died shock-like state 
and postmortem examination diffuse necrotizing 
arteritis was observed. 

describing the effects cortisone withdrawal 
arthritic patients, cautioned against 
the appearance panmesenchymal reaction which 
might simulate rheumatoid flare-up, disseminated 
lupus periarteritis nodosa. recent elaborate 
follow-up Slocumb’s observation was made 
Kemper and who made study 
autopsies cases rheumatoid arthritis and 
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found that four patients who were treated 
with cortisone, generalized lesions periarteritis 
nodosa developed, whereas such lesions did not de- 
velop any patients who did not receive 
cortisone, suggesting that certain susceptible pa- 
tients with rheumatoid arthritis receiving cortisone 
diffuse necrotizing arteritis may develop. 
Veterans Administration Hospital, Thirteenth and Harrison Streets, 
kland 
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Diseases the Heart Working Population 


Study Morbidity and Mortality Relation 


Cardiac Status and Nature Job 


GOERKE, M.D., JOHN CHAPMAN, M.D., 


and EDWARD PHILLIPS, M.D., Los Angeles 


THE DEVELOPMENT AND USE prophylactic and 
therapeutic agents and the application modern 
principles sanitary science have changed the rela- 
tive importance public health problems. The pro- 
portion all deaths California caused selected 
common communicable diseases declined from 30.3 
per cent 1910 4.2 per cent 1954, During the 
same period the proportion deaths caused 
selected chronic diseases increased from 36.8 per 
cent 72.5 per cent. Diseases the heart caused 
13.2 per cent all deaths among residents Cali- 
fornia 1910 and 38.4 per cent 


Health departments, through the use biostatis- 
tics, epidemiology, and case-finding techniques, have 
made substantial contributions the prevention 
and control infectious diseases. Similar contribu- 
tions can made community control non- 
infectious diseases. The responsibility the health 
department define the infectious disease prob- 
lems, take energetic preventive and control meas- 


ures, and for rehabilitation some instances, 


generally accepted. The necessary staff services for 
the control infectious diseases have been recog- 
nized state health departments and many local 
health departments and their respective money- 
appropriating bodies. These same skills can 
applied the study and control heart disease 
and other chronic illness. 


summarizing recent symposium coronary 
heart disease, Dr. James Watt, director the Na- 
tional Heart Institute, remarked: “Health depart- 
ments, their very nature, collect, analyze and put 
use information health and disease. They are 
the logical sites for building population studies. 
think will see many other health departments 
embarking upon epidemiological studies chronic 
diseases the near 

primary step the consideration commun- 
ity heart disease control program the continuous 
study the time, place and conditions occurrence 
heart disease the population. Special attention 


Presented before the Section Public Health the 86th Annual 
Session of the California Medical Association, Los Angeles, April 28 
to May 1, 1957. 
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sample consisting 2,252 persons among 
20,199 Los Angeles civil service employees was 
observed for the occurrence heart disease. The 
first examination measured the prevalence. Based 
upon the diagnosis 165 cases heart disease, 
the prevalence was per 1,000 persons exam- 
ined. 

months, persons with normal heart the first 
examination were carried out and additional 
cases were diagnosed. There were also deaths 
heart disease persons first diagnosed hav- 
ing normal heart, making total 
cases (36.6 per 1,000) during the 30-month 
period observation. annual estimated heart 
disease incidence per 1,000 appears rea- 
sonable. 

Based deaths, the cardiovascular disease 
death rate was per 1,000 among persons en- 
tering the study with normal heart, and 133 per 
1,000 persons diagnosed having heart disease 
entry. The ratio newly diagnosed cases 
deaths heart disease was 

Among men diagnosed having normal heart 
there was little difference death rates whether 
their jobs were physically strenuous sedentary. 
Among the men with heart disease, however, the 
highest death rates are observed among those em- 
ployed sedentary jobs and light exertion. 
This may, course, indication the em- 
ployee’s selection the job rather than the effect 
inactivity. The relative usefulness minifilm 
x-ray, electrocardiograms and questioning 
history were considered. 


can then directed high-risk groups and high- 
incidence areas. 

study diseases the heart among 20,199 
Los Angeles City employees was begun the City 
Health Department 1949 with the cooperation 
and assistance the State Health Department, Pub- 
lic Health Service and voluntary agencies. random 
sample 2,252 employees, stratified age and 
sex, was chosen for examination. Alternates were 
selected for persons who refused participate 
were otherwise unavailable for study. The age, sex 
and racial composition the population studied has 
been previously (Table 1.) Each the 
2,252 persons was given cardiac examination be- 
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TABLE 1.—Composition Population Studied, According Age, Sex and Race 


Age at All Male 


Start of Study Persons White Negro 


198 
359 

382 


Female 


Oriental Negro Oriental 


TABLE 2.—Change Status Patients Between First and Third Examination 


Number 
Index Examination Diagnoses Patients 


165 


tween December 1949, and July 1951. The subjects 
were reexamined twice the same physicians 
intervals approximately months, utiliz- 
ing the methods and criteria for diagnosis estab- 
lished the New York Heart the 
2,252 persons who entered the study, 2,069 (91.0 
per cent) received the second examination between 
July 1951 and September 1952, and 1,938 (86.1 
per cent) were given third examination between 
September 1952 and January The average 
interval between the first and third examination was 
months. 


The examination included questionnaire 
history, physical examination, thoracic fluoroscopy, 
electrokymogram, 12- 13-lead electrocardio- 
gram, mm. photofluorogram, vital capacity de- 
termination, urinalysis, complete blood cell count, 
sedimentation rate, hematocrit, serologic test for 
syphilis, and serum cholesterol and blood sugar de- 
termination. The methods and results the index 
examination the study population have been pre- 
viously published.* 


Prevalence Heart Disease 


The first examination measured the prevalence 
heart disease the group studied. the 165 cases 
diagnosed, 147 were males (79 per 1,000) and 
females (41 per 1,000). The cardiac condi- 
tions most frequently noted this index examina- 


used this report based upon the standard no- 
use the time the examination. 
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Third Examination Status 


Potential 
or Possible 


Normal Heart Heart Disease Heart Disease Dead Withdrew 


1,652 230 


1,693 271 


tion were hypertensive heart disease (43 per 1,000), 
coronary heart disease (24 per 1,000), and rheu- 
matic heart disease (10 per 1,000). 


Incidence Heart Disease 


Reexamination the group led the discovery 
new cases heart disease among those diagnosed 
having normal heart the first examination. 
the 2,007 persons initially classified having nor- 
mal heart, died and 230 withdrew from the study 
before the third examination (Table 2). the re- 
maining 1,750 persons diagnosed having normal 
heart the index examination, (29 per 1,000) 
were newly classified having disease the heart. 
Before the third examination there were known 
deaths with cardiovascular disease stated the 
cause among the group who the first examination 
had been classified having normal heart. Accord- 
ingly, the ratio newly diagnosed cases cardio- 
vascular disease deaths this group was 
(52 13). The new cases included cases 
diagnosed coronary disease, four cases coro- 
nary and hypertensive heart disease, ten hyper- 
tensive heart disease, eight rheumatic heart dis- 
ease and five diagnosed heart disease other 
cause unknown cause. The cases newly 
diagnosed the third examination plus the cases 
“discovered” death make the incidence 36.6 
per 1,000 for the 30-month period risk. con- 
stant risk, annual estimated heart disease inci- 
dence per 1,000 appears reasonable for this 
population. 


399 


107 102 
Total 2,252 1,859 1,552 302 393 349 


TABLE 3.—Death Rates According Clinical Status First Examination 


Entrance Examination Status 


Heart Disease: 
Coronary. 
Coronary and hypertensive 
Hypertensive heart disease 
Other heart disease 


Normal heart 
Potential possible heart disease 


*To Dec. 31, 1955 years after first examination). 


Total Deaths* 
No. Rate per 100 No. 


Cardiovascular Deaths* 
Rate per 100 


TABLE 4.—Death Rates Men According Physical Exertion Demands Occupational Class and Cardiac Status 


Normal Heart 

No. at Risk Deaths 
189 
659 


— 


Physical Exertion Class 


Rate (Per Cent) 


Heart Disease 
No. at Risk Deaths 


Rate (Per Cent) 


TABLE 5.—Cardiovascular Abnormality Minifilm X-ray, Electrocardiogram, and History 


Heart Disease 


Number persons 165 


Technique Number (Per Cent) 


Diagnosis 


Possible or Potential 
Heart Disease 


2,007 


(Per Cent) 


Normal Heart 


Number Number (Per Cent) 


*On basis reply to: you noticed increasing undue shortness breath with 


Death Rate 


Continued observation this sample includes 
study deaths occurring the entire group. Table 
summarizes mortality through 1955. total 
deaths occurred December 31, 1955, which 
(56 per cent) were caused cardiovascular dis- 
eases. The cardiovascular disease death rate was 1.1 
per 100 persons who the start the study had 
“normal heart”; and was 13.3 per 100 persons 
diagnosed having heart disease the first exam- 
ination. was noted, however, that the persons 
with normal heart were younger than those with 
heart disease, and age well diagnosis im- 
portant factor the observed differences the 
death rates. the deaths, were caused 
coronary arteriosclerotic heart disease. the deaths 
from coronary artery disease, occurred during 
the 30-month interval between the first and third 
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examinations, persons diagnosed having 
“normal heart” the start the study and six 
persons with diagnoses coronary disease the 
outset. other words, complete cardiac examina- 
tion detected coronary disease only six the 
persons who died this disease within months. 
the persons the study group who died 
the end 1955, eight had heart disease diagnosed 
the time the first examination and had 
evidence cardiac abnormality. 


Heart Disease Occupational Groups Classified 
According Physical Exertion 


The group studied was composed employees 
399 civil service job classifications and there were 
very few some classifications, many others. 
The range was from one cook-housekeeper, one 
councilman, one astronomer and two blacksmiths 
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Persons 
35.7 
21.4 
X-ray, Reader 109 66.1 43.8 544 27.1 
X-ray, Reader 46.1 21.3 262 13.1 
120 72.7 50.0 249 12.4 
23.8 331 16.5 


176 maintenance laborers. Each 163 job classifi- 
cations had single employee the study popula- 
tion and had ten more, including four jobs 
which contributed more than persons the ran- 
dom sample. While the physical demands upon em- 
ployees any specified class are general similar 
among all employees the class, variations phys- 
ical exertion among employees single job class 
occur the job well home. The occupa- 
tions represented the sample are grouped 
degree physical exertion according list 
adapted the National Office Vital Statistics 
from Department Labor Coding System. 
Persons jobs not listed the coding system 
whose job classifications were not stated are grouped 
“doubtful” physical exertion class. 

Eighty-five per cent the persons “sedentary” 
work this study were employed clerical, ac- 
counting, library and similar jobs. Approximately 
per cent “light” physical exertion were em- 
ployed directors, plant operators, engineers, in- 
spectors and similar occupations. Seventy per 
cent the “medium” exertion class were employed 
warehousemen, janitors, equipment operators, 
servicemen and the like. Ninety per cent workers 
the “heavy” exertion class were maintenance 
laborers, gardeners and carpenters. 

Table gives data the men who died 
December 31, 1955, according clinical status and 
degree physical exertion the job held when 
they entered the study. The variation physical 
exertion within each these classes and the small 
number cases and deaths prohibit firm conclu- 
Among men with normal heart, there was 
little difference death rate between one kind 
job and another. Among the men with heart dis- 
ease, however, the highest death rates are observed 
among those employed sedentary jobs and 
light physical exertion, while the lowest rates oc- 
curred among those employed jobs involving 
medium heavy exertion. The higher death rates 
among those sedentary and light work may 
due selection such jobs the persons with 
known physical disabilities, including heart disease. 
Further study this problem necessary. 


Case Finding 

case finding community heart disease pro- 
gram done, practical screening procedures 
need developed. The sensitivity and specificity 
the screening technique used are prime im- 
portance. The screening method influences the ad- 
ministrative procedures, professional relationships 
and the effective utilization community resources 
for diagnosis, treatment and rehabilitation. The 
method used should such lead discovery 
satisfactory proportion the existing cases 
with minimum false positive referrals. 
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Some insight into the potential use history, 
mm. x-ray films and electrocardiograms screen- 
ing techniques possible reviewing the results 
the use these aids cardiac examinations 
the present study, which the numbers per- 
sons with heart disease and with normal heart are 


known. 


The minifilm x-rays taken the time the first 
examination were read two physicians and 
who had knowledge the diagnosis. few large 
films and some unsatisfactory minifilms were taken. 
The minifilm reading Reader would have dis- 
covered 66.1 per cent the total number cases 
diagnosed heart disease and 43.8 per cent those 
diagnosed possible potential heart disease. the 
2,007 persons diagnosed having normal heart, 
per cent had cardiovascular abnormalities ob- 
servable x-ray films (Table 5). 688 persons 
with roentgenographic cardiovascular abnormalities, 
544 (79 per cent) did not have confirmed heart dis- 
ease (Table 6). Thirty months later, these per- 
sons (11.3 per cent the 544) were diagnosed 
having heart disease, potential probable heart 
disease, had died (Table 7). One can infer that 
referral the 688 persons would have revealed 
diagnosable heart disease per cent. 

Electrocardiograms made with leads 


were interpreted the cardiologist who was also 
engaged the diagnostic classification the per- 


sons studied. The electrocardiogram was classified 


120 (72.7 per cent) the 165 per- 
sons who were diagnosed having heart disease 
the index examination. contributed the diag- 
nosis persons classed having rheu- 
matic heart (82.6 per cent), with 
hypertensive heart disease (82.5 per cent), and 
diagnosed having coronary artery dis- 
ease (52.7 per cent). The electrocardiogram was in- 
terpreted abnormal per cent persons 
classified having possible potential heart dis- 
ease. 2,007 persons diagnosed having normal 
heart, 249 (12.4 per cent) had abnormal electro- 
cardiograms. Considering electrocardiograms 
screening procedure, 409 persons (18.2 per cent) 
would have been referred for diagnosis. the group 
who would have been referred 120 (29.3 per cent) 
were diagnosed having heart disease; (9.8 
per cent) having possible potential heart dis- 
ease; and 249 (60.9 per cent) had diagnosable 
heart disease. the 249 persons “screened” ab- 
normal electrocardiograms who were diagnosed 
having normal heart the first examination, 
(10.4 per cent) were diagnosed having heart dis- 
ease, possible potential heart disease, had 
died months later. 


*For the purposes classification used this study, 
excluded minor arrhythmia, tachycardia, and/or 
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Screening 
Number Levelt 
Examined (Per Cent) No. 


32.5 688 
16.6 355 
277 
18.2 409 
18.8 423 
*On basis reply to: you noticed increasing undue 


shortness of breath with exertion?” 


Techniques 


X-ray, Reader 
X-ray, Reader 


Abnormalities 
Per Cent No. 


TABLE 6.—Clinical Status Index Examination Persons Presenting Abnormalities Minifilm X-ray, Electrocardiogram, and History 


Possible or Potential 
Heart Disease§ Normal Heart§ 


Per Cent No. Per Cent No. Per Cent 


79.0 
73.8 
69.0 
60.9 
78.2 


interpretation. 
§As determined by cardiologists. 


Heart Disease§ 


TABLE 7.—Abnormal Minifilm X-ray, Electrocardiogram, and History Among Persons Normal First Examination Related Status 
Third Examination 


Changes in Clinical Status Between the Ist and 3rd Examination* 


First Examination Normal to 
Abnormalities Heart Disease 
Technique No. Per Cent No. Per Cent 


X-ray, Reader 100 
Electrocardiogram 100 4.0 
100 4.8 


*Does not include those who withdrew from study. 


Normal to 
Possible or Potential 
Heart Disease 


No. Per Cent _ No. 


Normal to 
Normal 


Per Cent 


Normal to 
Death 


Per Cent No. 


3.5 439 
4.8 195 
1.8 264 


80.7 
78.3 
79.8 


basis reply to: you noticed increasing undue shortness breath with 


One the questions history was: you 
noticed increasing undue shortness breath with 
exertion?” affirmative answer this question 
was given persons diagnosed having heart 
disease (44.2 per cent) and (23.8 per cent) 
those diagnosed having possible potential 
heart disease. the 2,007 persons with diagnosis 
normal heart, 331 (16.4 per cent) also answered 
“Yes” this question. Within the next months, 
the 331 (8.7 per cent) were diagnosed 
having heart disease possible potential heart 
disease, had died. 

Considering the minifilm x-ray, the electrocardio- 
gram, and the replies the question shortness 
breath screening techniques, the electrocardio- 
gram was closest agreement with the clinical 
diagnosis. 

Had the independent finding enlarged heart 
x-ray film been available the cardiologist, how- 
ever, some the persons classed having normal 
heart this study would have been diagnosed 
having heart disease. This would have resulted 
closer agreement between this “screening” technique 
and the diagnosis than recorded here. 

The excellent cooperation individuals the 
study population, private physicians, and employers 
makes possible continuing follow-up the status 
the study participants. The sensitivity various 
combinations methods for detection heart dis- 
ease, and the characteristics persons who with- 


drew from the study population are being evalu- 
ated. 
U.C.L.A. School of Medicine, Los Angeles 24 (Goerke) . 
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Review and Clinical Study 


RECENT REVIEW 589 cases death asso- 
ciated with anesthesia, noted that regurgi- 
tation vomiting was the cause 110 cases. This 
was the largest single cause death the series. 
Death from this cause preventable. 


1887 Becker described the pathological fea- 
tures aspiration pneumonia relation post- 
operative complications. Holscher 1898 pointed 
out the importance aspiration foreign sub- 
stances cause postoperative pneumonia and 
cautioned against assuming that pneumonia after 
operation was always from some other cause. 


Lemon® 1926 did some the early experimen- 
tal work aspiration. Using dogs, found that 
under ether anesthesia when liquid material was in- 
troduced into the oral cavity aspiration into the 
lungs was very common except when the animal was 
full Trendelenburg position. The danger as- 
piration stomach contents during upper abdom- 
inal operations was discussed Bolfour and Gray.” 


INCIDENCE 


Merrill and Hingson reported inci- 
dence 100 maternal deaths per year this country 
due aspiration vomitus. They also collected 
reports cases nonfatal aspiration pneumo- 
nitis 192,000 deliveries. this incidence were 
projected the estimated total deliveries that year, 
could assumed that there were 1,368 cases 
aspiration pneumonia associated with parturition. 


Ernest Irons and Carl study 
records postmortem examinations the Presby- 
terian Hospital Chicago from 1929-1938, reported 
aspiration pneumonia per cent all subjects. 
Approximately per cent the subjects had been 
surgical patients. 
Culver and report 300 patients 
anesthetized for operation, primarily with ether, ob- 
served that regurgitation gastric contents occurred 
per cent cases and aspiration the vomitus 
per cent. The occurrence regurgitation was 
detected putting methylene blue into the stomach 
Presented before the Section on Anesthesiology at the 86th Annual 


Session the California Medical Association, Los Angeles, April 
May 1957. 
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Aspiration Gastric Contents Under Anesthesia 


LINCOLN, M.D., San Jose 


Aspiration vomitus one the leading 
causes anesthetic deaths. These deaths can 
prevented only proper evaluation the pa- 
tient preoperatively and assuming that any pa- 
tient dealt with emergency has full stomach 
until proven otherwise. 


Preliminary observations the incidence 
“silent regurgitation and aspiration” series 
patients anesthetized for elective operation 
indicated that obtaining smooth induction 
and preventing any respiratory obstruction dur- 
ing anesthesia, regurgitation and aspiration can 
minimized. 


before operation and then noting whether there was 
staining the mucosa the pharynx trachea. 
patients anesthetized with various agents and tech- 
niques, and with carmine red the dye, noted that 


the incidence regurgitation was per cent and 


aspiration gastric contents per cent. 


DEFINITIONS TERMS 


Vomiting active process resulting the 
forceful expulsion the contents the stomach 
through the mouth. characterized series 
coordinated movements, some them voluntary, 
that result relaxed stomach being squeezed 
between the descending diaphragm and the contract- 
ing abdominal muscles. 


Regurgitation passive process entirely invol- 
untary which liquid lost from the stomach due 
relaxation the cardia. The effects gravity 
and pressure the stomach are important. 


Aspiration occurs when material enters the larynx 
trachea from the oral cavity either due the 
effect gravity the inspiratory “negative pres- 

” 
sure. 


Cardia sphincter the distal end the 
esophagus which acts like valve. allows materials 
pass from above downward but obstructs their 
passage from the stomach into the esophagus. This 
valve, according has somatic 
control and competent under full muscular relaxa- 
tion and ganglionic blockade. The valve may 
made incompetent simple inspiratory obstruction 
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which mimics some the muscular components 
vomiting. 

The cricopharyngeal sphincter located the 
junction the pharynx and esophagus and acts 
like sphincter normally. affected relaxants 
and when paralyzed acts like valve, permitting 
material from the esophagus enter the pharynx 
but preventing material from entering the esophagus. 


FACTORS THE OCCURRENCE REGURGITATION 
VOMITING 


Material Esophagus Stomach 


Obviously material must present the esopha- 
gus stomach vomited regurgitated. Mor- 
ton and outlined the various conditions that 
might cause the presence such material: 


Material the esophagus 
Pouch, diverticulum, obstruction. 


Material the stomach from above 
Food, liquids, blood, etc. 


Material the stomach from below 
Intestinal obstruction. 


Material from the stomach 
Secretions, blood from ulcer. 


Material the stomach due prolonged 

emptying time 

Pyloric obstruction 

Dilatation the stomach 

Reflex—emotional states, peritoneal irrita- 
tion 

Abdominal distention—tumors, pregnancy, 
etc. 

Severe illness and toxemia 


Drugs—morphine and most narcotics, anes- 
thetic agents. 


Usually several the foregoing factors combine 
bring about the retention the stomach ma- 
terial retained that can regurgitated vomited. 
The material usually liquid, which important 
since liquids can removed with tube from the 
stomach without great technical difficulty. 


Technique and Anesthetic Agent 


Adriani’s did not indicate pronounced 
difference the incidence vomiting regurgi- 
tation relation the kind anesthetic agent 
used. Both Berson and Adriani and stressed 
the importance smooth induction and main- 
tenance anesthesia the most important prophy- 
lactic measure against regurgitation and vomiting. 
The presence endotracheal tube will not pre- 
vent aspiration unless the tube has cuff which 
inflated make tight fit. Pharyngeal packing does 
not prevent aspiration. 
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Position the Patient 


did series experiments hu- 
mans which measured the intragastric pressure 
two groups patients. The first group had dis- 
tention the abdomen due gravid uteri, and the 
second group had concave abdomens. The stomach 
was distended with 500 1,000 cc. saline solution 
and the intragastric pressure then was measured. 

decided increase the intragastric pressure 
was noted the patients with distended abdomens 
when put into the Trendelenburg lithotomy posi- 
tion. This may one the factors the high inci- 
dence regurgitation and vomiting the time 
delivery. 

Berson and made study the subject 
and expressed belief that difficult determine 
the importance position. Like other investiga- 
they stressed that the head down position 
does not prevent aspiration and may induce regurgi- 
tation. Most observers agree that postoperatively the 
best position the side with the head lower 
level than the chest. Then, regurgitation vomit- 
ing does occur, the material will escape from the 
mouth and probably not aspirated unless the 
amount large. 


Presence Gastric Tubes 


There has been great deal controversy 
whether the presence gastric tube insures the 
stomach will empty and regurgitation vomiting 
therefore not possible. the series reported 
Berson and was noted that there was 
more frequent incidence regurgitation and aspira- 
tion when gastric tube was place during the 
induction and maintenance anesthesia. This was 
attributed the fact that more difficult induce 
and maintain uniform anesthesia because the 
difficulty getting the mask fit tight. Culver and 
Beecher® the other hand reported decrease 
the incidence regurgitation stomach tube was 
place and draining. 


Time When Regurgitation Vomiting Occurs 


Morton and listed the time when 
vomiting regurgitation occurred cases 
fatal aspiration under anesthesia: During induction 
shortly thereafter, cases; during induction 
and operation, cases; during operation, cases; 
during recovery, cases. Since induction anes- 
thesia was done with Pentothal Pentothal-relaxant 
combinations the cases, the premise that 
smooth, rapid induction with Pentothal will pre- 
vent vomiting regurgitation has apparently little 
basis. 


PATHOLOGY 
large solid particles have been aspirated, the 
areas collapse the lungs observed pathologi- 


CALIFORNIA MEDICINE 


cally will depend the size the foreign particles. 
Unless the patient died immediately, local areas 
necrosis abscess may present. 

far the most commonly observed pathological 
changes are those that follow the aspiration liquid 
gastrointestinal material. The condition has been 
variously termed hyperemia the lungs, hypostatic 
bronchopneumonia, pneumonitis 
bronchopneumonia. Grossly the lungs 
distended and weigh more than normal unless death 
occurred soon after aspiration. Usually there appears 
pronounced degree postmortem change, 
with dark blood the alveolar spaces. Intense 
hyperemia present the bronchial tree, and 
aspiration was recent the material the small bron- 
chi may identical with that the gastrointestinal 
tract. The hemorrhagic and hyperemic regions are 
unevenly distributed the lung tissues. Cultures 
the material the lungs characteristically show 
multiplicity organisms, and rule the organ- 
isms are the same grow cultures gastric 
contents. 

Microscopically there engorgement the alveo- 
lar capillaries with red cells, and edema and hem- 
orrhage into the alveolar spaces. Pronounced de- 
squamation the lining the bronchial tree and 
hyperemia the submucosa the tracheobronchial 
tree are characteristic. 


CLINICAL SYNDROME FOLLOWING ASPIRATION 


Once patient has vomited regurgitated and 
aspiration has occurred, the events that follow de- 
pend the kind material that has been aspirated, 
the amount aspirated and the secondary protective 
reflexes that may take place. 


Kind Material Aspirated 


The material may liquid solid 
reported series, the former much more often than 


the latter: 
Solid Liquid 


No. of Cases No. of Cases 
Mendelson® 
Culver? 


the aspirated material solid semi-solid, 
acute respiratory obstruction and acute asphyxia 
occur instantly. the solid material smaller 
diameter than the trachea and main bronchi, lobar 
lobular atelectasis occurs, and areas suppura- 
tion and abscess may develop the patient lives long 
enough. 

Liquid material even very large amounts does 
not cause immediate death unless the act aspira- 
tion set off reflexes causing laryngeal spasm and/or 
bronchospasm. The resulting acute anoxia, which 
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frequently preceded variable periods suboxy- 
genation (difficult induction) may fatal. Foreign 
material lodging the tracheal-bronchial tree 
cases which hypoxia already factor may cause 
so-called vagovagal reflexes which result cardiac 
arrest. Nearly always the aspiration liquids will 
cause some degree laryngeal spasm and coughing 
unless the patient completely paralyzed with 
relaxant the time. Frequently the patient seems 
improve after laryngeal spasm and coughing sub- 
side, but asthmatic-like syndrome may develop 
several hours later. This development, first described 
after aspiration. characterized gradual onset 
cyanosis, tachycardia and dyspnea without signs 
massive pulmonary collapse. physical exam- 
ination expiratory wheezes and rales can heard 
throughout the chest. X-ray films the chest the 
acute phase show soft mottled densities throughout 
the lung fields. Usually the patient gradually recov- 
ers. However the condition may progress cardiac 
failure, severe pulmonary edema and death. the 
nonfatal cases, the pulmonary densities clear gradu- 
ally over period seven ten days. 

Sometimes the aspiration large amounts 
liquid gastric contents seems cause very little 
disturbance, and postulated some observers 
that this because the aspirated liquid did not con- 
tain bacteria and possibly was low 


TREATMENT 


When aspirated material spasm blocks the air- 
way, imperative restore clear passage for 
air once. may necessitate removing 
solid piece food from the glottic opening 
trachea, suctioning liquid vomitus from the 
pharynx and trachea. Since there usually some 
degree laryngospasm and, therefore, hypoxia, 
oxygen should given. soon possible cuffed 
endotracheal tube should inserted and the cuff 
inflated prevent any further aspiration. The 
tracheal-bronchial tree should then thoroughly 
washed out injecting cc. normal saline so- 
lution down the endotracheal tube and then removing 
the liquid suction. This should repeated until 
the solution removed not stained with gastric 
content. During this washing process imperative 
maintain adequate oxygenation. the patient 
does not rapidly improve, bronchoscopy must 
carried out remove any solid particles that are 
causing obstruction. possible, the operation for 
which the patient was being anesthetized should 
put off for least hours determine any 
untoward effects are going develop. Any patient 
who has aspirated either solid liquid material 
should given broad spectrum antibiotic after 
operation. asthmatic syndrome develops after 
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aspiration gastric material, oxygen oxygen- 
helium mixture should given and the patient 
should also receive bronchial dilator drugs and in- 
tensive antibiotic therapy. Corticotropin (ACTH) and 
cortisone may benefit, but the effectiveness 
these hormones has not yet been determined. 


PREVENTION ASPIRATION GASTRIC CONTENTS 


help determining which patient likely 
vomit regurgitate Morton and suggested 
that all patients classified the following cri- 
teria: 


Food and liquids are known have been taken 
recently. 


unlikely that the stomach empty. 


There reason suspect that the stomach 
not empty. 


postponed the stomach washed out with large 
tube. Liquids can adequately removed with 
tube the time taken so. postponing 
operation until normal gastric motility empties the 
stomach, there are certain problems which must 
kept mind. Gastric motility greatly influenced 
many factors such pain, fear and other emo- 
tions and certain drugs, such the narcotics. 
two the fatal cases reported 
solid material was aspirated which had eaten 
six and eight hours before anesthesia. Hence 
well suspicious that any patient dealt with 
emergency has full stomach regardless when the 
last food liquid was taken. 

patient should considered Class any 
the following circumstances apply: 


There acute abdominal condition. 
The patient seriously ill. 


thesia induced. 


Esophageal obstruction any kind present. 


such cases the stomach cannot proved 
empty, must emptied. Morton and and 
Edwards and repeatedly stressed the 
importance using stomach tube adequate size 
and carrying out thorough aspiration gastric 
contents all cases Class 

assume that history that the patient has vom- 
ited several times assurance that the stomach 
empty sometimes fatal trap. history vomit- 
ing should always indicate that probably there 
will more vomiting regurgitation during an- 

some cases there are some contraindications 
inducing vomiting, and some cases almost im- 
possible pass tube into the stomach. Several 
methods have been devised for use such instances 
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block off the stomach from the esophagus. Mac- 
Intosh described the use cuffed tube 
which was inserted into the esophagus. insertion 
enough tube reach inches from the front 
teeth, the tip the tube was placed just the distal 
end the esophagus; then, when the cuff was in- 
flated, kept material from going from the stomach 
into the esophagus. Gilman and recently 
described modification the tube first used 
Kausch. They passed the tube into the stomach, then 
inflated the cuff and pulled the tube back far 
enough that the cuff occluded the esophageal 
opening the stomach. 

most the fatal cases aspiration that were 
reported Morton and and 
aspiration occurred the time induction, fre- 
quently just before during attempted intubation 
after administration Pentothal-relaxant combina- 
tions. These investigators advocated that during 
induction and intubation the patient kept 20° 
reverse Trendelenburg position prevent the flow 
liquid material the esophagus. Intubation 
this position not difficult for those experienced 
direct laryngoscopy and intubation. However, the 
effect anesthesia the cardiovascular system 
this position must kept mind. Once the cuff 
inflated, the position may changed. 

Aspiration gastric contents can prevented 
using local regional anesthesia, provided the 
patient awake and alert all times during the 
operative procedure. Also, using topical anesthe- 
sia, endotracheal intubation can done patient 
who awake. The trachea must effectively blocked 
off from the pharynx inflated cuff before the 
patient given general anesthesia following in- 
tubation. 


CLINICAL STUDY 


clinical study similar one done Berson 
and was carried out. The series studied 
was made entirely private patients who were 
anesthetized for surgical treatment various con- 
ditions. All the patients were anesthetized for 
variable periods (15 minutes four hours) with 
so-called balanced Carmine red gelatin 
capsules was given the patient with ounce 
water minutes before operation. Care was taken 
obtain smooth induction, using Pentothal intra- 
venously. Anesthesia was then maintained with ni- 
trous oxide and small doses thiopental (Pento- 
thal) and/or meperidine (Demerol). Relaxants were 
used when needed for abdominal operations 
facilitate intubation. All patients having upper ab- 
dominal operations were intubated with cuffed 
endotracheal tube and respirations were controlled 
during the major part the procedure. view 
the previously discussed work 
pirations were assisted and/or controlled all 
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cases, and every effort was made prevent inspira- 
tory obstruction. Following are the observations 
the first cases this series. They constitute only 
preliminary report, for the study still progress. 

Regurgitation occurred two cases—in both 
instances while the patient was “bucking” the 
endotracheal tube during light anesthesia. Consider- 
ing the muscular components “bucking,” not 
surprising that regurgitation occurred, for some 
respects similar vomiting. inflated cuff 
the tube prevented aspiration gastric contents 
both cases. Aspiration did not occur any case 
the 

Although this series not complete, the results 
thus far tend indicate that obtaining smooth 
induction and preventing any respiratory obstruc- 
tion the incidence so-called “silent regurgitation 
and aspiration” can reduced. facet the study 
still progress consider the advantages 
tubes various types means blocking off the 
stomach from the esophagus cases which there 
may gastric contents that might regurgitated 
and aspirated. 

There great need for further investigative 
work this problem, especially studies gastric 
emptying time and motility during periods 
emotional stress such fear and pain and during 
active labor. 

660 East Santa Clara, San Jose 12. 
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Phenmetrazine Hydrochloride 


Clinical Evaluation New Anoretic Agent 


ROBERT FELDMAN, M.D., EDMOND ALBERTON, M.D., 
and LEELA CRAIG, M.D., San Francisco 


NEW ANORETIC AGENT, phenmetrazine hydrochlo- 
ride has had extensive use Europe, 
especially Germany, over the past two years with 
encouraging number clinical reports 
have recently appeared this country 

Phenmetrazine has the chemical formula 
phenyl-3 oxazine hydrochlo- 
ride and white, odorless, crystalline powder 
with bitter taste. The toxicity the drug, 
judged both the mice and the amount 
needed for central nervous system excitement, ap- 
proximately one-fifth that Phen- 
metrazine the same dose epinephrine has 
relatively weak effect blood pressure; dogs 
brings about approximately one one-thousandth 
much rise blood The mode the ano- 
retic action this drug has not yet been deter- 
mined. 

Results clinical evaluation its effect 
obesity are presented this communication. 


MATERIAL AND METHODS 


The subjects this study were unselected 
group persons who attended the Obesity Clinic 
which had been established for the sole purpose 
studying the problem obesity. The majority 
these patients had been observed carefully for 
number years the clinic and had shown only 
slight reduction weight previous dietary and 
drug regimens. Forty-nine patients were included 
this study. All but one were females, The average 
age was 47, with range years. The 
average weight the beginning the study was 
208.3 pounds and the range was 132 346 pounds. 

specific dietary restrictions were employed 
during the period this study except that patients 
who were already following dietary regimens were 

From the Obesity Clinic and the Metabolic Unit, Department of 
Medicine, University California School Medicine, 


cisco 22. 
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safe anoretic agent and was effective weight 
patients. 


Tolerance the drug did not develop pe- 
riods weeks continued treatment. 


Phenmetrazine was most effective patients 
under years age this series. 


Side effects were minimal and easily con- 
trolled. allergic toxic effects were noted. 


advised the beginning the study make 
changes. other anoretic agents were used, but 
previous therapy such administration diuretics, 
desiccated thyroid and sedatives was not discon- 
tinued. All the patients had been observed for long 
periods during which their weight had fluctuated 
little. 


technique using identical appearing tablets was 
employed. These were labeled A66 and B66, and 
the investigators were not told which tablet con- 
tained the active drug. Each bottle was marked 
containing mg. tablets. Each patient took one 
tablet minutes before each meal. The plan 
study was give alternate patients either constantly 
A66 constantly B66 for six weeks, then change 
the other tablet for six weeks. Finally, the pa- 
tients were receive for additional six weeks 
the tablet they had started with. this manner each 
patient could serve her own control. However, 
within few weeks was apparent that the studies 
could not followed planned. was readily 
noted both patients and investigators that tablet 
was the active drug and B66 the placebo. Many 
patients would not cooperate taking the placebo 
when they were coming the clinic for help 
weight reduction. result, the period observa- 
tion for patients tablet B66 was shorter, and 
few patients did not receive B66 all. 


The patients were seen two-week intervals, and 
every visit they were weighed, had blood pres- 
sures and pulse rate determined and were inter- 
viewed one the investigators. Complete blood 
cell counts and urinalyses were done before and 
during therapy all patients. 
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RESULTS 


The average period individual patient observa- 
tion was 11.5 weeks, with range weeks. 
The study comprised total 565 patient weeks. 


Weight Changes 


Thirty-nine patients (80 per cent) showed loss 
weight while taking phenmetrazine. Ten patients 
(20 per cent) did not lose weight, and few gained 
weight while taking the drug. 


The patients received phenmetrazine for 
total 420 patient weeks. The average weight loss 
per week during administration was 0.82 pound 
(the average included the gains some patients). 


Thirty-three patients received the placebo for 
total 145 patient weeks and showed average 
weight gain 0.44 pound per week’ during this 
period (Table 1). 


Thirty-three patients received the placebo and 
phenmetrazine alternately. The results this group 
demonstrated the statistical significance the 
weight-losing effect phenmetrazine (Table 2). 


Persistence Continuous Weight Loss 


During administration phenmetrazine, the 
mean weight loss per week patients studied 
ten weeks less was 0.77 pound. sixteen patients 
studied for weeks the mean weight loss was 
0.88 pound per week during administration phen- 
metrazine (Table 3). This difference not signifi- 
cant, and the results suggest that there toler- 
ance the effect the drug. 


Relation Age Weight Loss 


Twenty-five patients aged years less showed 
average weight loss 1.1 pounds per week dur- 
ing mean study period 9.7 weeks treatment 
with phenmetrazine. Twenty-four patients over 
years age showed average weight loss 0.42 
pound per week during mean study period 7.4 
weeks for this group (Table 4). 


Side Effects 


serious side effects, allergic toxic reactions 
were noted. changes were noted the urine 
the leukocyte content hemoglobin level the 
blood before and during therapy. Significant eleva- 
tion blood pressure pulse rate was not ob- 
served, even patients who had moderate hyper- 
tension. Occasional subjective complaints were noted 
ten patients. They consisted one case nausea, 
one gaseousness, two nervousness, three 
insomnia and three metallic taste. Thus, the over- 
all incidence side effects was per cent, and 
these were not serious enough warrant discontinu- 
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TABLE 1.—Weight Changes in 49 Patients 


Tablet 
Phenmet- 
razine Placebo 
Total number patient weeks 420 145 
Average number 8.6 4.4 


Mean change weight/patient week +0.44 


TABLE 2.—Weight Changes Patient Receiving Both 
Phenmetrazine and Placebo 


Tablet 
Phenmet- 
razine Placebo 
Total number patient weeks 313 133 
Average number 9.7 
Range weeks 4to18 2to17 


Mean change weight/patient week +0.44 


; “Less than 1:1000 chance of the difference being due to chance 
alone. 


TABLE 3.—Response Phenmetrazine Terms Duration 
Administration 


Period of Rx with 
Phenmetrazine 


1 to 10 Weeks 


11 to 18 Weeks 


Average number weeks/patient 6.2 13.5 
Mean weight 0.77 0.88 


than 1:10 chance the difference being due chance 


TABLE 4.—Results in Patients in Different Age Groups During 
Administration of Phenmetrazine 


Age Group 
Under 45 Over 45 


Average number 9.7 


*Less than 1:60 chance of the difference being due to chance alone. 


ation the drug except one case because nerv- 
ousness. should noted that the average dose 
phenmetrazine used this study was mg. per 
day, which greater than the amounts reported 
most the other series and may account for the 
rather high incidence minor unpleasant reactions 
observed. Also, apparent that even with the 
higher dosage employed, greater weight loss was 
obtained. The side effects were easily controlled 
decreasing the dose and/or altering the time ad- 
ministration. The subjectivity number side 
effects emphasized the finding that per cent 
the patients given the placebo noted some these 
well. the whole only the occurrence metal- 
lic taste and insomnia appeared any consequence. 
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DISCUSSION 


test the validity the observed differences 
weight change during administration phenmetra- 
zine reduction 0.82 pound per week) and the 
placebo (an increase 0.44 pound per week), the 
results the patients the series who received 
both the drug and the placebo alternately, and there- 
fore served their own controls, were subjected 
statistical analysis. The value for this group was 
less than 0.001, probability less than one 
1000 that the results were due chance (Table 2). 
The weight loss observed with phenmetrazine was 
less than other investigators have reported. should 
emphasized that previous studies included spe- 
cific dietary restriction, which was not the case 
this series and probably accounts for the differences 
weight loss obtained. The lack dietary control 
realistic approach the usual situation 
which the patient does not continue follow strict 
and rigid diet. 

Most patients immediately noted the anoretic ac- 
tivity phenmetrazine. fact, the pronounced dif- 
ference anoretic activity between phenmetrazine 
and the placebo made impossible carry out the 
experiment planned, since the patients were re- 
luctant continue taking the placebo. Another 
action phenmetrazine which many patients com- 
mented upon was that they were satiated more eas- 
ily, even when there was little reduction appetite 
before meals. 

has been noted previously other investiga- 
that most regimens that include anoretic agents 
are effective the first month two therapy but 
that the efficacy these regimens drops sharply 
after this period. Such was not the case with phen- 
metrazine (Table 3). 

Ten patients, per cent this series, did not 
lose weight while taking phenmetrazine. The reason 
not known but certainly the phenomenon was not 
unexpected. general, however, elderly patients did 


not respond well the younger subjects, and 
seven the ten patients who did not lose weight 
while taking phenmetrazine were over years old 
(Table 4). The lesser loss weight the older age 
group keeping with the general experience that 
harder obtain weight reduction older sub- 
jects. This can not related the anoretic factor 
but must attributed other factors, for the most 
part unknown, that influence body weight changes 
with increasing age. 


Since there were serious side effects, notably 
allergic and cardiovascular symptoms, phenmetra- 
zine appears safe and valuable adjunct 
the dietary management obesity. 
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Acute Encephalitis and Death Following 
Asian 


BENNETT, M.D., and 
TURK, M.D., Berkeley 


PUBLIC HEALTH REPORTS date have indicated the 
present epidemic Asian influenza mild and 
general without serious complications. the case 
here reported the patient was admitted the psychi- 
atric Herrick Memorial Hospital 
because acute mental symptoms and acute basal 
ganglia and midbrain neurologic manifestations. 
The patient died, apparently from overwhelming 
influenzal hemorrhagic bronchopneumonia and med- 
ullary failure. Virus study and necropsy were con- 
sistent with the clinical diagnosis influenza and 
toxic encephalitis. 

The senior author, while residency training, 
observed large numbers cases acute encephali- 
tides following the 1918 epidemic influenza from 
and many those cases resembled the 
one here reported. The mortality rate that time 
was least per cent. 


REPORT CASE 


The patient, girl years age, was transferred 
from the Brookside General Hospital Richmond 
the psychiatric department Herrick Memorial 
Hospital because extreme overactivity, excitability, 
cursing and throwing objects, which were attrib- 
uted toxic psychosis. 

August 26, 1957, the parents stated that the 
patient had been visiting the country and 
August had been exposed ill patient who 
had chills, fever and general malaise and was diag- 
nosed having Asiatic influenza. 

August the patient had chills and fever, 
the temperature reaching 102°F., with increasing 
malaise, vomiting and dizziness. She was admitted 
Brookside Hospital. August 25. August she 
was disturbed that transfer the psychiatric de- 
partment was advised. Soon after admission she be- 
came comatose and had spasmodic movements all 
four extremities. Reflexes were hyperactive. She fre- 
quently assumed opisthotonic position the 


From the Dogeemones of Neurology, Psychiatry and Pathology, 
Herrick Memorial Hospital, Berkeley 
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body, and bilateral extensor plantar reflexes were 
present. These involuntary movements continued 
with extensor spasms, but there was never definite 
rigidity the neck. The pulse rate was 128 and 
respirations per minute. The temperature 
admittance was 98.6°F. and within hours reached 
102°F. Spinal puncture was done and the pressure 
was 290 mm. water. Removal cc. fluid 
reduced 130 mm. The fluid was clear. con- 
tained lymphocytes per cu. mm. The total protein 
content was mg. per 100 cc., chlorides 129 mEq. 
per liter and glucose 100 mg. per 100 cc. Leukocytes 
numbered 20,700 per cu. mm. blood—67 per cent 
segmented neutrophils and per cent nonsegmented 
polymorphonuclear cells. Spinal puncture was done 
again and there was increase cell content. 

Medical consultations were called and pneumonic 
signs were observed clinically and roentgenographi- 
cally. Large doses antibiotics were given. Hyper- 


tonic glucose, 150 cc. per cent solution was 


given intravenously one occasion because 
signs acute cerebral edema. All treatment was 

The body temperature rose 104 degrees, the 
pulse continued rapid and respirations increased 
per minute. The muscular twitchings con- 
tinued and there were occasional hiccoughing at- 
tacks. Breathing became labored and accumulation 
mucus the throat necessitated suction from time 
time. The patient suddenly died about p.m. 
August 27. 

Specimens blood taken postmortem were sent 
the State Public Health Virus Laboratory for virus 
and influenzal studies. The report was: Very strong 
reaction Type influenzal virus, :256—positive; 
influenza 1:8—negative; hemagglutination in- 
hibition, Asian influenza, 1:16.* 

Necropsy was done and the report was follows: 
“Pathologic changes were limited the lungs and 
tracheobronchial tree and the brain. résumé 
the findings these structures follows: The left 
lung weighed 680 grams, the right lung 730 grams. 
They were greatly overexpanded and the pleura was 
smooth. The tissue appeared quite heavy and boggy. 
section, the tissue was mottled—bright red with 
darker bluish-red patches—and large quantity 


*In personal communication, Dr. Lennette, chief 
the Viral and Rickettsial Disease Laboratory, California State Depart- 
ment of Public Health, indicated that in view of findings that few 
persons possess hemagglutination-inhibition antibodies Asian strain 
of influenza A virus, an antibody titer of 1:16 would appear to have 
significance as evidence of infection with Asian strain. 
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frothy, thin bloody fluid flowed from it. The tissue 
was everywhere moderately firm and boggy. Crepi- 
tation was rather feeble and coarse throughout. 
solid areas were found, The pulmonary arteries were 
open and showed changes. The trachea and 
bronchi contained considerable amount grayish, 
thin, mucous fluid. The lining was red with some 
patches dark purple-red scattered it. was 
rather granular. The hilus and mediastinal nodes 
remained rather small, none measuring over mm. 
section they were grayish-red, wet and soft. 
Microscopic examination showed marked diffuse 
edema with most the alveolar spaces filled with 
fluid. Within this there were desquamated lining cells 
and scattered foci, small numbers red blood 
cells and occasional pus cells. The alveoli were gener- 
ally distended, but there were small focal areas 
collapse. some these areas, and the alveolar 
walls about them, there were infiltrating lymphocytes 
and occasional pus cells, that the walls were 
thickened. This was especially pronounced the 
peribronchial tissue, including perimeter alveoli. 
The cell collections these areas were pronounced. 
There was decided diffuse congestion small ves- 
sels and sinusoids throughout the lungs. The bronchi 
and trachea showed generalized swelling, with edema 
and hyperemia the mucosa, collection lympho- 
cytes and pus cells, and occasional areas epithelial 
desquamation. Occasionally the inflammatory zones 
the submucosa extended through the wall and 
became part the peribronchial inflammatory 
zone. 

“The brain was swollen, weighing 1,405 grams. 
The brain surface was flat, with convolutions and 
sulci almost extinct. There was heavy groove made 
pressure about the medulla and the tips the 
cerebellar lobes. Also, there were rather deep in- 
-cisural notches. The pia-arachnoid was smooth and 
moderately congested. Multiple step-wise sections 
the brain showed decided edema throughout. The 


Cancer the Anus; 
Evolution Invasive Growth 


LEWIS GRODSKY, M.D., San Francisco 


INTRAEPIDERMAL CANCER the anal region Bow- 
enoid type rather uncommon chronic dermatosis 
slow malignant maturation that has been receiving 
some recognition the past two years 
there have been additional reports diagnosed and 
treated anal intraepidermal Gordon® 
recent paper observed that five unsuspected situ 
cancerous lesions had been discovered histologically 
anal tissues removed for minor surgical conditions 
among 1,890 consecutive operative cases. prob- 
able that wider use tissue examination minor 
anorectal operations and total excisional biopsy 
studies all chronic anal lesions would increase the 
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lateral ventricles were completely closed swelling 
the brain. The choroid plexuses appeared typical. 
There was rather pronounced hyperemia with mul- 
tiple pinpoint red dots seen throughout the brain, 
more marked the base. The blood vessels were 
open and appeared unchanged. Microscopic exam- 
ination showed marked diffuse edema. About the 
congested vessels, there were small areas hem- 
orrhage and often areas edematous fluid collec- 
tion. There were many small areas showing degen- 
erative change the ganglion cells varying 
degree complete degeneration. 

“Diagnosis: Acute tracheobronchitis with bilateral 
pneumonitis and associated massive edema and hy- 
peremia the lungs. The changes the brain— 
edema, hyperemia and perivascular hemorrhages— 
were considered acute toxic changes.” 


SUMMARY 


16-year-old girl who was put hospital because 
increasing malaise, vomiting and dizziness five 
days’ duration soon became mentally disturbed 
that she was transferred psychiatric unit. There 
she became comatose soon after admittance and 
signs and symptoms referable the central nervous 
system were present. Hemagglutination inhibition 
antibody titer 1:16 for Asian strain influenza 
virus was considered evidence infection. 

The patient died seven days after the onset 
symptoms. autopsy pneumonic changes and toxic 
changes the brain were noted. 

2000 Dwight Way, Berkeley 
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number cases diagnosis this early type 
anal cancer before more lethal qualities could de- 
velop. 


The slow growth potential intraepidermal ma- 
lignant lesions Bowenoid type serves keep the 
lesion situ for many years. studied 
ten patients whom glabrous skin tumors this 
type remained constant for from six thirty years 
without progression size degree malignancy. 
However, and Helwig® both noted that 
infiltrative metastatic type cancer developed 
per cent more the intraepidermal skin 
lesions. used the title “Precancerous Der- 
matoses” for his two original papers this condi- 
tion, written 1912 and 1915, but describing 
the disease third patient reported progression 
metastatic cancer axillary nodes. Therefore 
these lesions must considered not precancerous 
but intraepidermal epitheliomata Broder’s 
classification Grade from the outset, with the 
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property developing more advanced malig- 


The clinical diagnosis Bowen’s anal intraepi- 
dermal epithelioma extremely difficult make 
solely from the gross appearance the The 
history cases this anal dermatosis one 
chronicity and the lesion rarely observed per- 
sons less than years age. the earlier situ 
stage, the lesion has been described brownish-red 
and plaque-like, with hyperkeratosis, crusting and 
weeping. However, can mimic papilloma, condyl- 
oma, senile keratosis, psoriasis, eczematoid lesion 
even early basal cell cancer. The more ad- 
vanced infiltrative tumor very likely have 
weeping, serpiginous, ulcerative patch the more 
central degenerative portion the lesion. Biopsy 
total excisional type and serial sectioning the only 
method for establishing exact diagnosis and 
proper prognosis; the procedure imperative for 
chronic anal lesions any kind. Local excision 
the lesion the situ stage will suffice for cure. 


The histologic features are quite diagnostic 
Bowenoid intraepidermal 
ally, there disorderly “wind-blown” epidermal 
hyperplasia. together with parakeratosis and hyper- 
keratosis the surface layers. Malpighian cell atyp- 
ism, malignant dyskeratoses and mitoses varying 
degrees and mixtures are present. Rather character- 
istic the presence Bowen’s giant hyperchromatic 
“clumped” multinuclear vacuolated cells the Mal- 
pighian prickly cell layer. Occasionally, horn pearl 
formation seen. chronic round and plasma cell 
inflammatory infiltrate always present the sub- 
jacent dermis. These separate changes are not spe- 
cific themselves, for they also occur other 
dermatoses, but when seen collectively will establish 
the diagnosis intraepidermal cancer Bowen’s 
type. the more advanced degenerative ulcerative 
phase beyond the situ stage, greater degree 
epithelial anaplasia with invasion through the basal 
cell layer advances the tumor Broder’s Grade 
squamous cell cancer but never basal cell 
lesion. 


cases the anal intraepidermal lesion which local 
excision was carried out and the specimens studied 
histologically. The following additional case demon- 
strated the evolution this chronic type intra- 
epidermal malignancy more anaplastic and in- 
vasive cancer with infiltration into the dermis. The 
patient gave history chronicity, and advanced 
ulcerative malignant degeneration was noted the 
central portion recurrent incompletely excised 
intraepidermal anal lesion. There was progression 
the degree epithelial atypism from Grade 
squamous cell anal cancer more malignant type. 


REPORT CASE 


60-year-old white seaman was first observed 
May 18, 1956, with complaint recurrent anal 
tumor with associated soreness, itching, bleeding 
and soiling—all the symptoms having increased 
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Figure the original anal tumor showing 
early intraepidermal malignant changes with mild squa- 
mous cell anaplasia, haloed hyperchromatic giant cells, 
dyskeratosis and mitotic figures 


2.—Section the marginal zone 
the recurrent tumor. There intraepidermal Bow- 
enoid lesion with hyperkeratosis, parakeratosis, anaplasia 
and haloed giant cells 


intensity over the preceding few years. The patient 
had had hemorrhoidectomy 1924. had first 
noticed anal excrescence the right side 
1927. Since 1932 there had been some increase 
size the lesion, with anal soreness and itching 
developing later. Local treatment had been ineffec- 
tual. 1952 the anal tumor was first excised 
marine hospital under local anesthesia. Tissue ex- 
amination that time showed Bowenoid situ 
cancer with mild squamous cell anaplasia (Figure 
1). The line surgical excision was noted 
across tumor tissue. Subsequently, the lesion re- 
curred the original site with increase the 
degree involvement and symptoms. the time 
the present examination, the tumor was plaque- 
like and involved almost the entire right perianal 
region. About was marginal zone hyperkera- 
tosis. There was nonindurated serpiginous eroded 
granular area the center. The entire right perianal 
and anal region was excised with adequate margins 
uninvolved skin. The wound healed 
The patient refused any other operative procedure 
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Figure 3.—Section the more central eroded portion 
the recurrent tumor, showing greater degree squa- 
mous cell anaplasia, invasion into the dermis and isolated 
cancer cell nests deeper tissues 


and the time this report evidence 
recurrence had developed. 

Pathologic examination representative sections 
the entire specimen was carried out. The marginal 
hyperkeratotic portion the lesion showed moder- 
ate intraepidermal anaplasia with malignant dysker- 
atoses and multiple mitoses confined the Mal- 
pighian layer. Bowen’s haloed multinuclear giant 
cells were prominent and the microscopic features 
were consistent with intraepidermal cancer the 
Bowen type (Figure 2). However, the more cen- 
tral eroded portion the tumor there was focal 
necrosis and ulceration with infiltrating squa- 
mous cell cancer that showed more anaplastic un- 
differentiated type epithelial cell Broder’s 
Grade There was also evidence penetration 
into the dermis (Figures 4). The definite contrast 
between the degree malignancy the outer hy- 
perkeratotic zone and that the central eroded 
invasive patch was probably owing development 
more degenerative evolutionary stage (Figure 


5). 
SUMMARY AND CONCLUSIONS 


Intraepidermal squamous cell cancer the Bow- 
enoid type uncommon epithelioma the 
glabrous skin surface which occasionally reported 
the anal region. This lesion has tendency 
remain situ and dormant, with low degree 
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Figure 4.—Section the central portion the lesion 
showing more anaplastic epidermal cells encroaching 
the dermal layer 


Figure 5.—Section the lesion showing low degree 
malignancy the hyperkeratotic marginal zone (lower 
left corner) and the greater degree anaplasia the 
central eroded zone (upper right corner) 


anaplasia over period years, before undergoing 
increasing malignant degeneration and penetration 
metastasis underlying tissues. 

Clinically, Bowen’s epithelioma not entirely 
characteristic and can more accurately diagnosed 
only complete excisional biopsy study. the 
more advanced phase, ulceration and invasion are 
likely develop with advance the degree 
malignancy from Broder’s Grade classification 
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Grade This transformation has been previ- 
ously described per cent more the glabrous 
skin lesions. 

the case herein reported, these evolutionary 
malignant changes occurred patient whom 
known anal tumor had been present for about 
years. There was recurrence, with the development 
invasive squamous cell malignancy, four years 
after incomplete local excision chronic low- 
grade intraepidermal anal cancer. The treatment for 
any chronic anal lesion, therefore, should obviously 
total excision, and careful microscopic examina- 
tion the entire tumor, before the transformation 
anaplastic and invasive tumor can develop. 

2211 Post Street, San Francisco 15. 
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Social Security Says: 
“THE FOLLOWING TABLE shows the present tax rates and the scheduled increases 


(on $4,200 wage base) 


Calendar year Employee Employer Self-Employed 


other words: recent announcement stated that the Social Security 
system trouble. Benefit funds are melting applications pour rate 
excess federal estimates. Health, Education and Welfare Secretary 
Folsom was quick say that expenditures may exceed income 1959, but 
higher taxes 1960 will cover the deficit. Check the chart above for proof that 
our children will paying the bills for our benefits. 

—From the Department Public Relations, American Medical Association 
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Foreign Interns and Residents 


break-through the knotty problem 
handling interns and residents American hos- 
pitals who come from foreign medical schools ap- 
pears the opening the office the Educational 
Council for Foreign Medical Graduates. 


Just established joint effort four medical 
and hospital organizations, the Council has now set 
offices Evanston, under the direction 
Doctor Dean Smiley, former secretary the 
Association American Medical Colleges. 
sponsored the American Medical Association, 
American Hospital Association, Association Amer- 
ican Medical Colleges and the Federation State 
Medical Boards the United States. 


Financial support for the first two years opera- 
tion will come from the sponsoring bodies and from 
the Kellogg Foundation and the Rockefeller Foun- 
dation. 

Opening this headquarters climaxes about three 
years intensive planning the agencies involved, 
during which time the multitudinous problems raised 
considering the training foreign medical gradu- 
ates this country were reduced the fundamentals 
which would interest all states the nation. 
Local differences laws and policies remain, but 
the basic questions which would require answers 
all states have now been concentrated one agency 
which has the solid backing responsible organ- 
izations. 


Functioning under ten-man Board Trustees, 
the Council will furnish information services 
foreign medical school graduates their own coun- 
tries, advising them the opportunities and possi- 
bilities securing intern and resident training 
the United States. the same time, will screen 
all applicants for such training and provide reports 
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for United States hospitals (a) the basic training 
the applicant, (b) the adequacy his knowledge 
the English language for purposes his Ameri- 
can training, and (c) his general knowledge 
medicine, disclosed examination, qualify 
him for assuming American internship. 

The Board Trustees will include two represen- 
tatives named each the four sponsoring or- 
ganizations, one the Department Defense 
and one the Department Health, Educa- 
tion and Welfare. President the board Doctor 


Murray Kinsman, dean the University Louis- 
ville School Medicine. 


Educational credentials will provide certified in- 
formation that the applicant has met the minimal 
standard years formal education, least 
four years bona fide medical school, but ex- 
cluding hospital training. 

The certification applicant’s knowledge 
the English language will attest his adequacy 
English assume internship American 
hospital. The final certification, his general 
knowledge medicine, will result from the appli- 
cant’s successfully passing the American Medical 
Qualification Examination given the 
Council. 

Results this three-way screening process will 
made available hospitals, state licensing boards 
and designated specialty boards this country. 

Here last the beginning possible answer 
the problems which have plagued hospitals, 
California well across the country, their 
attempts secure foreign graduates for house officer 
positions for which insufficient American graduates 
are available. 

Graduates foreign medical schools are currently 
able undertake internships California under 
three different sections state licensing laws. One 
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these permits graduates foreign medical schools 
who are the United States visitor’s visa and 
who intend return their home countries follow- 
ing their postgraduate training, serve hospitals 
affiliated with the recognized medical schools the 
state for limited period. The requirement medi- 
cal school affiliation naturally limits the number 
hospitals which can secure and train these students. 


second category that the foreign graduate 
who wishes enter this country and secure 
California license practice medicine and surgery. 
This applicant required take initial written 
examination. passes this, must then take two 
years internship approved hospital, least 
one year which must spent California 
hospital. successfully passes this period, 
must then take both oral and clinical examina- 
tion leading the issuance license. 

The third group consists American citizens 
who have graduated from foreign medical schools. 
These applicants must spend year approved 
internship the United States and then submit 
written examination. 

Confusing these various requirements seem 
be, each was adopted for the protection and main- 
tenance high standards practice California. 


With the onset World War and the concom- 
itant inability the American Medical Association 
continue inspection and approval program for 
foreign medical schools, the graduates such 
schools became unknown quantities insofar their 
acceptability for practice California was con- 
cerned. 


This inability gauge the merits foreign 
medical training, coupled with increased demands 
for house staffs additional and expanding hos- 
pitals, brought forth demand admit foreign 
graduates fill house staff vacancies. This demand 
has been insistent and not without bitterness toward 
the refusal state licensing authorities admit for 
internship training group foreign graduates 
who might accumulate time and experience here 
and later break down licensing standards. 

recent study the Institute International 
Education and the American Medical Association 
showed that 6,741 foreign medical graduates served 
last year interns residents 797 American 
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hospitals. Only four states the country reported 
none these men training, while reported 
more than 100 foreign graduates each. 

While the present California laws must remain 
force until and unless amended, the new program 
the Educational Council for Foreign Medical Gradu- 
ates appears open the way for wider future 
acceptance foreign graduates house staff posi- 
tions for which they are qualified. With certifica- 
tion the years training, knowledge the 
English language and the passing screening 
examination, these graduates should soon point the 
way recognition those foreign medical schools 
which produce physicians basis comparable 
with our own schools, 

Where the recognition all foreign schools 
(Canada excepted), perforce, had withdrawn 
under war conditions, and where adequate inspection 
and approval techniques have not been worked out 
since the end the war, the new program will serve 
establish statistical data which should long 
way toward re-establishing basis for approval 
foreign schools. 

If, the basis the criteria used, certain 
foreign medical schools prove the equivalent 
education our own schools, state licensing boards 
will have chance issue their own approval 
such schools, Fortunately, California’s laws provide 
for such approval the Board Medical Exam- 


iners, although that section the laws seldom, 


ever, 

the work the new Council produces effective 
means and recognizing foreign medical 
schools, California could grant such recognition and 
make possible for additional foreign graduates 
receive training our hospitals and contribute 
the care the sick California. 

the same time, the existence the Council 
and its work examining applicants foreign 
countries bound redound the betterment 
standards foreign medical schools whose gradu- 
ates not now come the accepted American 
mark. Schools which could improve their courses 
recognized level could then assured turn- 
ing out better physicians for their own countries, 
and the same time, gaining American postgradu- 
ate training for their graduates who met the Coun- 
cil’s standards. 
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C.M.A. Buys Building 


INCREASING DEMANDS for office space house the 
expanded activities the California Medical Asso- 
ciation have resulted the purchase downtown 
San Francisco office building serve C.M.A. 
headquarters. 

constantly growing organization the C.M.A. 
has been faced with continuing need for added office 
space, need which cannot met with either facility 
efficiency the present location. The Association 
has been quartered 450 Sutter Street, San Fran- 
cisco, since that building opened the fall 1929. 
Office quarters have been expanded accommodate 
increased demands for space but expansion now has 
finally been halted because the impossibility 
getting additional adjacent area the present 
location. 

Under the agreement now reached with the Cali- 
fornia Teachers Association, the C.M.A. will take 
delivery building 693 Sutter Street, San 
Francisco, after July 1959. The teachers’ 
organization building new and larger headquar- 
ters Millbrae. 

Terms the purchase call for the payment 
$325,000 for the building, structure six stories, 
mezzanine floor and basement, July 1959. The 
teachers’ group will continue occupy the building 
until that time and pay rent the C.M.A. the 
new C.T.A. building not ready for occupation 
then. 

Negotiations for this purchase have taken place 
over the past several months, during which time 
members the Council and Executive Committee 
have inspected the property. The final decision 
purchase was made the Council November 
when recommendation that the building 
bought was made report special com- 
mittee composed Dr. Frank MacDonald 
Sacramento, Dr. Francis West San Diego, Dr. 
Ivan Heron San Francisco, Dr. Warren Bos- 
tick San Rafael, Dr. Edward Rosenow, Jr., 
Pasadena, and Dr. Dwight Wilbur San Fran- 
cisco, chairman. This committee had appraisal 
made and secured the opinions experts the 
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real estate, banking and construction industries, all 
whom favored the purchase. 

Fortunately, the office requirements the C.M.A. 
parallel those the teachers’ organization, 
smaller scale. Hence the C.M.A. will able use 
much the interior construction which the teachers 
added 693 Sutter Street after they purchased the 
property 1950. 

The building located within few blocks the 
leading downtown hotels, professional buildings 
and shopping area. offers corner location with 
adequate light and ventilation. one side ad- 
joins the Bohemian Club and within block 
the Olympic Club, the Woman’s Athletic Club 
and the Marine Memorial Club. 


Council Meeting Minutes 


Tentative Draft: Minutes the 427th Meeting 
the Council, Ambassador Hotel, Los Sep- 
tember 14, 1957. 


The meeting was called order Chairman 
Lum the Colonial Room the Ambassador Ho- 
tel, Los Angeles, Saturday, September 14, 1957, 
9:30 a.m. 


Roll Call: 


Present were President MacDonald, President- 
Elect West, Speaker Doyle, Vice-Speaker O’Neill 
and Councilors MacLaggan, Pearman, Wheeler, Fos- 
ter, Wadsworth, Harrington, McPharlin, Sherman, 
Lum, Bostick, Teall, Kirchner, Reynolds, Varden 
and Rosenow. 

Absent for cause, Secretary Daniels, Editor Wil- 
bur, and Councilor Heron. 

quorum present and acting. 

Present invitation were Messrs. Hunton, 
Thomas, Clancy and Gillette CMA staff; legal 
counsel Hassard; Eugene Salisbury the Public 
Health League California; county society execu- 
tive secretaries Scheuber and Dochtermann Ala- 
meda-Contra Costa, Jensen Fresno, Geisert 
Kern, Young Los Angeles, Marvin Riverside, 
Foster Sacramento, Nute San Diego, Neick 
San Francisco, Thompson San Joaquin, Donovan 
Santa Clara and DeVere Stanislaus; Messrs. 
Hamman, Wilson Wahlberg and Richard Lyon 
and Doctors Larsen and William Gardenier 
California Physicians’ Service; Richard Blum, 
Ph.D., consultant; and Doctors Harold Williams, 
Robert Purvis, Joseph Sadusk, Jr., Andrew 
Henderson, Malcolm Watts, Matthew 
Hosmer and Donald Charnock; Mr. Ben Read 
the Public Health League California and Doc- 
tor John Keye, Medical “Director the State De- 
partment Social Welfare. 


Minutes for Approval: 


(a) motion duly made and seconded, minutes 
the 426th meeting the Council, held July 13, 
1957, were approved. 
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(b) motion duly made and seconded, minutes 
the 256th meeting the Executive Committee, 
held August 14, 1957, with some amendments from 
the original draft, were approved. 


Membership: 


(a) report membership September 11, 
1957, was received and ordered filed. 


(b) motion duly made and seconded, mem- 
bers who had become delinquent but have subse- 
quently cleared their dues arrearage, were voted 
reinstatement. 


(c) motion duly made and seconded, three 
applicants for Associate Membership were voted 
such membership. These were: Royal Brown, Riv- 
erside County; and Walter Coulson and Harriet 
Hanson, San Francisco County. 

(d) motion duly made and seconded, two 
applicants were granted reduction dues because 
prolonged illness postgraduate study. 


Financial: 


(a) report bank balances and other items 
September 11, 1957, was presented and or- 
dered filed. 

(b) report income and expenditures for 
August and the first two months the fiscal year 
was received and ordered filed. 


Medical Review and Advisory Board: 


(a) Doctor Joseph Sadusk, chairman 
the Special Committee for Liaison with the State 
Bar, presented written report jointly concurred 


the C.M.A. and State Bar committees, proposing 


the establishment panels expert witnesses for 
medical malpractice cases local basis. The 
Council amended the report changing the first 
recommendation the committee read fol- 
lows: “That the professional liability medical panel 
formulation for professional liability approved, 
territorial divisions determined practical 
considerations where necessary.” amended, the 
report whole was approved. 

(b) Doctor Sadusk, chairman the Medical Re- 
view and Advisory Board, reported that the Board 
had voted establish study committees review 
various procedures which might controversial. 
After discussion was regularly moved, seconded 
and voted not approve such committee activities. 

(c) Doctor Sadusk reported that questions had 
arisen relative physicians carrying their profes- 
sional liability insurance coverage individually 
through hospitals with which they were associated. 
reported that the Board had adopted statement 
follows: 


“Resolved: That the interest physicians 
carry their malpractice insurance protection indi- 
vidually through their own organizations and 
not the interest physicians carry such in- 
surance with other groups institutions; that there 
are various types conflict interests with non- 
medical groups institutions and that this state- 
ment policy transmitted the California Hos- 
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pital Association and interested medical organi- 

motion duly made and seconded, was voted 
approve this statement. 


(d) motion duly made and seconded, was 
voted the editor the publication 
insurance prepared representatives the Medical 
Review and Advisory Board. 

(e) Doctor Sadusk reported that the Board had 
voted secure for showing, two films produced 
the American Medical Association and had author- 
ized its executive secretary prepare outline for 
scientific exhibit. Doctor Sadusk also reviewed 
study made following television program earlier 
the year, the study showing that public opinion 
relative malpractice had not been significantly 
changed this program. 


(f) The Medical Review and Advisory Board has 
reviewed the 1955-1956 psychological studies made 
for and requested the Council confirm its opin- 
ion that this work considered valid study and 
the reports condensed for distribution all As- 
sociation members. motion duly made and sec- 
onded, this request was voted approval. 


(g) Discussion was held the employment 
executive director the Medical Review and 
Advisory Board and two possible candidates were 
considered. After discussion, was regularly moved, 
seconded and voted table consideration re- 
placing the executive director pending review 
all Association activities and operations. Pending 
completion such review, was understood that 
the Medical Review and Advisory Board continue 
current activities with its current staff without ex- 
pansion activities and that report its progress 
.to the Executive Committee. 


Survey Association: 


(a) motion duly made and seconded, was 
voted retain Robert Heller Associates, Inc., 
Cleveland survey the activities, practices and 
structure the California Medical Association, such 
survey include planning for future growth and 
physical facilities. 

(b) Mr. Hunton presented photographs and 
financial data building which available for 
purchase and which would apparently supply ade- 
quate space for future growth the Association. 
motion duly made and seconded, was voted 
approve such purchase principle and refer 
the proposal the Executive Committee. 


Blood Banking: 


Discussion was held blood banking activities 
and their relationship the public relations pro- 
gram. motion duly made and seconded, was 
voted consider this matter the next meeting 
the Council. 


Relations with Other Professional Groups: 


motion duly made and seconded, was voted 
refer the Committee Other Professions the 
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question the propriety physicians consulting 
with other healing professions. 


State Department Public Health: 


Doctor Frederic Kriete the State Depart- 
ment Public Health reported the status Asi- 
atic flu cases and the prospects for adequate supplies 
vaccine for this disease. reported that the 
vaccine developed and now under production six 
pharmaceutical producers had apparently demon- 
strated its effectiveness and safety. 


Welfare Medical Programs: 


Discussion was had request county medi- 
cal society that the fiscal agent for the welfare med- 
ical care program authorized handle payments 
for services that are excluded from the existing con- 
tract between the State Department Social Wel- 
fare and C.P.S. motion duly made and seconded 
was voted reexamine the provisions contained 
the present contract between the State Department 
Social Welfare and C.P.S. regarding the services 
and supplies for which C.P.S. will act fiscal agent. 


10. Commission Medical Services: 


Doctor Harrington presented several requests 
from the Committee Fees the Commission 
Medical Services: 


(a) The committee recommended that the Rela- 
tive Value Studies, unit value for all sec- 
tions, considered the standard for both state and 
federal programs. motion duly made and sec- 
onded, this was approved. 


(b) the Medicare program, was agreed 
await the results meeting between American 
Medical Association and Army representatives be- 
fore seeking fee schedule changes. 


(c) the rehabilitation program, was regu- 
larly moved, seconded and voted approve 
unit value based the Relative Value Studies. 


(d) the Crippled Children’s program, was 
regularly moved, seconded and voted secure fur- 
ther information from the State Department Pub- 
lic Health before proceeding with proposal that 
present fees adjusted. 


(e) The committee reported that had met with 
representatives the California Hospital Associa- 
tion effort eliminate per diem allowances 
for hospitalization which may include fees for cer- 
tain professional services. 


11. Committee Other Professions: 


report the Committee Other Professions, 
suggesting that chiropodists’ services recognized 
and compensated for California Physicians’ Serv- 
ice, was presented and, motion duly made and 
seconded, was approved. 


12. Young Physicians: 


the request the San Francisco Medical So- 
ciety, approval was given for the continuation 
program orient young physicians and medical 
students economic and public relations factors. 
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motion duly made and seconded, was voted 
appropriate $2,000 assist this program. 


13. California Physicians’ Service: 


Doctor Eric Reynolds reported, president 
California Physicians’ Service, that more than 
$2,000,000 “Medicare” claims have been proc- 
essed date. also reported other C.P.S. ac- 
tivities and plans for handling the welfare med- 
ical care program. 

14. Commission Medical Education: 

Doctor Rosenow, chairman the Commission 
Medical Education, reported that insurance com- 
pany had agreed underwrite the cost program 
the socio-economic factors medicine, 
sponsored three medical schools and the medical 
associations Los Angeles and Orange Counties. 
motion duly made and seconded, was voted 
that the Association also cosponsor this program. 


15. Welfare Medical Care Program: 


Doctor Harrington reported that the schedule 
fees for procedures usually done the home of- 
fice needed enlargement for administration the 
welfare medical care program. motion duly made 
and seconded, was voted that complete schedule 
prepared, providing that only those procedures 
ordinarily done the home office subject 
compensation. 


16. Public Relations: 


Mr. Clancy gave brief report labor health 
conference recently held Santa Barbara and sug- 
gested that labor panel developed for appear- 
ance the annual meeting county society officers 
early 1958. was agreed that this plan fol- 
lowed. 

motion duly made and seconded, was voted 
appoint Doctor Werner Hoyt member 
the Committee Public Relations, succeed the 
late Ewing Turner. was also voted name Doc- 
tors Francis West and Lafe Ludwig mem- 
bers this committee. 

Appointments: 

(a) motion duly made and seconded, the sug- 
gestion the Executive Committee was approved, 
namely, that Doctor Werner Hoyt Mt. Shasta 
appointed member the Council succeed the 
late Hollis Carey. 

(b) motion duly made and seconded, was 
voted appoint Doctor Gordon MacLean 
chairman the Commission Medical Services, 
succeed the late Hollis Carey. 

(c) motion duly made and seconded, was 
voted appoint Doctor Wheeler mem- 
ber the Committee State Medical Services, 
succeed the late Hollis Carey. 


Adjournment: 

There being further business come before 
it, the Council meeting was adjourned 6:25 p.m. 
out the memory Doctor Hollis Carey. 

Lum, M.D., Chairman 
James M.D., Acting Secretary 
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Memoriam 


Died Los Angeles, October 18, 1957, 
aged 65, heart disease. Graduate Rush Medical Col- 
lege, Chicago, 1914. Licensed California 1953. Doctor 
Adams was member the Los Angeles County Medical 
Association. 


ANDERSON, ALEXANDER CAMPBELL. Died San Francisco, 
October 14, 1957, aged 72. Graduate the College Physi- 
cians and Surgeons San Francisco, 1909. Licensed Cali- 
fornia 1913. Doctor Anderson was member the So- 
noma County Medical Society. 


the Breckenridge Mountain area 1955, aged 70. The body 
was found October 1957. Graduate the Chicago College 
Medicine and Surgery, 1915. Licensed California 
1922. Doctor Bell was retired member the Kern County 
Medical Society and the California Medical Association, and 
associate member the American Medical Association. 


Farner, Died Los Angeles, October 12, 
1957, aged 68, coronary thrombosis. Graduate the Chi- 
cago Medical School, 1917. Licensed California 1922. 
Doctor Fainer was retired member the Los Angeles 
County Medical Association and the California Medical As- 
sociation, and associate member the American Medical 
Association. 


Died October 10, 1957, aged 76. Gradu- 
ate the St. Louis University Medicine. Licensed 
fornia 1914. Doctor Floreth was member the Solano 
County Medical Society. 


Gowen, Francis. Died Costa Mesa, October 
19, 1957, aged 52, heart disease. Graduate Temple Uni- 
versity School Medicine, Philadelphia, 1929. Licensed 
California 1952. Doctor Gowen was member the Or- 
ange County Medical Association. 


Kart Died October 17, 1957, aged 
68. Graduate the College Physicians and Surgeons, Los 
Angeles, 1916. Licensed California 1916. Doctor 
Gummess was member the Los Angeles County Medical 
Association. 


Jones, Died San Diego, October 23, 1957, 
aged 80. Graduate Northwestern University Medical 
School, Chicago, 1901. Licensed California 1918. Doctor 
Jones was retired member the San Diego County Med- 
ical Society and the California Medical Association, and 
associate member the American Medical Association. 


O’Hara, Jerome. Died San Diego, October 20, 
1957, aged 56, cancer the lung. Graduate the Stan- 
ford University School Medicine, Stanford-San Francisco, 
1929. Licensed California 1929. Doctor O’Hara was 
member the San Diego County Medical Society. 
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Assoctation 


958 Annual Session 


AMBASSADOR HOTEL, LOS ANGELES 27-30 


Liver NINE-HOUR COURSE 
THREE 
U.S.C. SCHOOL MEDICINE 


POSTGRADUATE 
COURSES Abdominal Pain—A NINE-HOUR COURSE 
MONDAY U.C.L.A. SCHOOL MEDICINE 
Management NINE-HOUR COURSE 
COLLEGE MEDICAL EVANGELISTS 


9:00 a.m.-noon FEE WILL CHARGED FOR THE ABOVE COURSES 


GENERAL SCIENTIFIC MEETINGS 
FOUR DAYS TECHNICAL EXHIBITS SCIENTIFIC EXHIBITS 
MEDICAL MOTION PICTURES 


TUESDAY, APRIL 
DINNER DANCE COCOANUT GROVE, AMBASSADOR HOTEL 


HOUSE 
DELEGATES 


SUNDAY, APRIL AND WEDNESDAY, APRIL 


REGISTRATION 9:00 a.m. 5:00 p.m. REGISTRATION FEE 


Please make hotel room reservations only through C.M.A. office San Francisco 
(Use reservation request form opposite page) 


APPLICATION Eighty-seventh Annual Session 


FOR HOUSING CALIFORNIA MEDICAL ASSOCIATION 
ACCOMMODATIONS Los Angeles, California 


FOR YOUR CONVENIENCE mak- APRIL 27-30, 1958 

ing hotel reservations for the coming 

meeting the California Medical 

Association, April 30, 1958, 
Los Angeles, hotels and their rates are HOTEL ROOM RATES 

the right. Use the form the bot- 
tom this page, indicating your first 


AMBASSADOR HOTEL Single Twin Beds Suites 
and second Because the lim- 3400 Wilshire Boulevard 
ited number single rooms available, Main 
you will stand much better chance Garden 


securing accommodations your 
choice your request calls for rooms 

All requests for reservations must 


THE GAYLORD HOTEL 
give definite date and hour 


3355 Wilshire 8.00 10.50 18.00 
arrival well definite date 
and approximate hour depar- HOTEL CHANCELLOR 
ture; also names and addresses 3191 West Seventh 8.00 10.00-12.00 
all occupants hotel rooms must 
included. 
2961 Wilshire 16.00-23.00 31.00 
*The above quoted rates are existing rates but are subject any change which 
RECEIVED BEFORE: APRIL 1958 may made the future. 


CALIFORNIA MEDICAL ASSOCIATION 
450 Sutter Street—Room 2000 
San Francisco California 


Please reserve the following accommodations for the 87th Annual Session the California Medical Association, Los Angeles 
April 30, 1958. 


THE NAME EACH HOTEL GUEST MUST LISTED. Therefore, please include the names both persons for each twin- 


bedded room requested. Names and addresses all persons for whom you are requesting reservations and who will occupy the! 
rooms asked for: 
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Individual Requesting Reservations—Please print type 


Membership 


RECENT TRIP SOUTH, the president county society 
Auxiliary asked speak membership—not the usual 
“How get members” and “How hold them” but rather 
something what membership the Auxiliary can mean 
the individual physician’s wife, and what her membership 
can mean the Auxiliary. 

Membership the Auxiliary undoubtedly means number 
different things different women. me, and many 
more like me, opportunity serve American medi- 
cine. service others, mutual understanding, joint 
endeavor that consists working problem together. 
Certainly serve American medicine under the guidance 
and direction our physician husbands very real reason 
why should belong the Auxiliary. 

have just returned from the fall conference Chicago 
where state presidents and presidents-elect met with national 
officers review objectives and activities they relate 
This year, instead panel discussions, group dis- 
cussion was employed. The opening subject was “Member- 
ship.” The questions were: How many come our meetings? 
Why they come? Why won’t they come? How can 
improve our techniques that members and potential mem- 
bers will interested? Tactics capturing the interest and 
enthusiasm interns’ wives. Who can help with this 

From these questions can see that this topic 
discussed from Maine California. Comments made for 
instance, were that frequently business meetings were too 
long, programs were poor, chairmen were not adequately 
prepared, hospitality for new members was lacking, notices 
were sent too late. And again and again returned the 
subject the many club activities open women nowadays, 
and that women will attend the meeting that has the best 

enroll new members while retaining old members 
requires the cooperation every member the Auxiliary. 
Membership the Auxiliary privilege and offers 
opportunity for service and participation all phases 
the Auxiliary program with congenial friends. 

must recognize that the local county Auxiliary, 
where the fresh and imaginative ideas emerge, must 
strive for better human relations order answer any 
the questions, and must learn improve our procedures 
working together. Our Auxiliary was founded the 
concept the value group activity, working with 
others. Health our concern, but there must joint 
endeavor between individual and other groups and agen- 
cies protect it, 

you, our husbands, read this, I’m sure you are won- 
dering how membership applies you. You should encour- 
age your wife become member, attend the meetings 
and, she has the time and energy, become leader 
her Auxiliary. There are many ways serve the Auxiliary 
through our various projects and programs; certainly 
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wives physicians become members the distaff side 
medicine and pledge our devotion assist the American 
Medical Association with its program for the advancement 
medicine and public health. 


know that our most productive work under the 
guidance the medical society. want you realize 
that physicians’ wives play prominent role the life 
the community, and that one our purposes help the 
public large understand the functions, policies and aims 
the medical profession. Another phase the work dele- 
gated promote educational and service activities 
relating health and medical care; and still another 
make each Auxiliary member aware her responsibility 
ambassador good will for the medical profession. 
Thus know that the Auxiliary helps mold public opinion 
for the improvement the health the people and the 
advancement medical care. know that some the 
best public relations for the medical profession done when 
physicians’ wives serve health boards their communi- 
ties. Although wife serving may not directly repre- 
senting the Auxiliary, she nevertheless liaison between 
the two groups, and this one the answers what her 
membership can mean the Auxiliary. 


California leader many fields Auxiliary endeavor; 
one membership and organization, our efficiency 
operation, the combining several small auxiliaries make 
one good sized productive auxiliary. Another the branch 
system, and recognize the geographic convenience 
this, again strengthening our local Auxiliary. are also 
the forefront with our Nurse Recruitment program. The 
experience and literature our program being used 
other states, and the combined work our counties makes 
worthwhile impressive picture, and our California story 
Nurse Recruitment inspiration others. Again, 
opportunity for members share the program serving 
American medicine, through the Auxiliary. 


Then come the question capturing the interest 
and enthusiasm interns’ wives. Just little over six 
years ago the Student American Medical Association was 
organized. the period since the first constitutional con- 
vention this association medical students and interns has 
grown from membership about 11,000 its present total 
more than 32,000, medical schools 
throughout the nation. The early years have brought 
recognition from groups organized medicine 
that strive for similar goals, and this past year Phila- 
delphia the Auxiliary was born. Certainly with 
the enthusiasm shown this new group should have 
fear the future regarding the role the intern’s wife. 


true, however, that we, the Woman’s Auxiliary, 
need the help and encouragement the Medical Associa- 
tion; and that turn will strive help you your 
program health education. 

Mrs. 


President, Woman’s Auxiliary the 
California Medical Association 
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INFORMATION 


The New Director 
Hygiene 


Durinc 1957 special committee appointed 
Governor Knight conducted nationwide canvass 
for individuals with the professional and adminis- 
trative qualifications head California’s Depart- 
ment Mental Hygiene. September their report 
stated, “Among all those who were considered, Dr. 
Porter’s qualifications are outstanding both 
professional competence, administrative ability, and 
first-hand knowledge the mental hygiene program 
the state.” Thus, Dr. Marshall 47- 
year-old governmental career psychiatrist whose en- 
tire professional life since graduation from the Uni- 
versity California Medical School 1933, other 
than military service, has been the State Depart- 
ment Mental Hygiene, finds himself charge 
one the largest state agencies. 

Director Mental Hygiene, Dr. Porter will 
the apex pyramid responsibility made 
nearly 60,000 patients, 17,000 employees, 
yearly budget over $100,000,000 and less 
clearly obvious but just pressing responsibility 
for research, professional training and prevention 
the mental illnesses. knows his department, 
especially its responsibilities and problems well, hav- 
ing served internship Agnews State Hospital, 
then psychiatrist Sonoma, Camarillo and Men- 
docino State hospitals. 1942 became neuro- 
psychiatrist for the Army Air Force Rehabilitation 
Services, holding the rank major discharge. 

1946 became assistant medical director 
Sonoma, and superintendent and medical director 
February 1949. The administrative skill dem- 
onstrated led his appointment August 1956 
deputy director the State Department Men- 
tal Hygiene, responsible for the medical and psychi- 
atric treatment programs the State mental hos- 
pitals. 
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Dr. Porter faces serious problems his new job. 
298 ward doctors the state hospitals, only 
are psychiatrists; confronting him the anomaly 
department running specialty treatment pro- 
gram without specialists. increased 
program for ward-level physicians will essential. 
Another problem the recruitment physicians 
fill the many vacant staff positions. 

Dr. Porter’s philosophy that the answers 
personnel shortages, preventive mental health pro- 
research, training, and the over-all treatment 
program for mental illness will develop with the 
help and understanding the general public and 
medical profession. “These problems are much too 
big and affect too many people the responsi- 
bility single government agency,” said. “It 
everybody’s problem. The long-range answer lies 
not much shifting doctors state hospitals 
shifting more the care mental and emotional 
illness doctors and facilities the local commu- 
nity. The passage the Community Mental Health 
Services [Short-Doyle Act] through the spon- 
sorship and leadership the California Medical As- 
sociation makes possible begin reoriented 
program.” 

the future, part this shift, sees greater 
use day and night treatment all psychiatric 
facilities, more psychiatric units general and pri- 
vate hospitals, increase outpatient 


habilitation facilities, more enlightened attitude 


the general public and more skillful attitude 
those who deal with people day day. Especially 
important continuation the trend toward 
more concern the part the family physician 
with the problems either engendered com- 
pounded emotional trouble. 

Perhaps Dr. Porter’s most outstanding trait his 
policy making important decisions only after 
thorough discussion with the persons and groups 
best acquainted with the matter under considera- 
tion. Speaking the California Medical Associa- 
tion Council November 10, Dr. Porter said that 
his department would keep concerned organizations 
constantly informed and would always seek their 
advice matters mutual interest. 

The California Department Mental Hygiene 
the hands competent, energetic and dedicated 
administrator. 


NEWS NOTES 


NATIONAL STATE COUNTY 


LOS ANGELES 


Dr. los Reyes, Los Angeles, recently was 
elected president the California State Board Medical 
Examiners for the year 1957-1958. succeeded Dr. Clayton 
Mote San Francisco, whose term expired. Dr. Charles 
von Geldern Sacramento was elected vice-president the 
Board. 


Dr. Edson Beebe has been elected president the 
Long Beach branch the Los Angeles County Medical As- 
sociation, succeeding Dr. Wiltse. Dr. Maurice 
Rosenbaum was elected vice-president and Harriman 
Jones, secretary-treasurer. 

* * * 


* * 


Dr. Morris Grover took over his duties health offi- 
cer for the city Pasadena, November Dr. Grover was 
until recently chief preventive medicine the Army’s 
guided missile center Fort Sill, Oklahoma. will replace 
Dr. Wilbur Menke, Jr., who resigned last June. Dr. Alfred 
Holmes Pasadena had been serving interim health 
officer. 


SAN FRANCISCO 


Dr. John Cline, San Francisco, chairman the Can- 
cer Commission the California Medical Association, was 
elected director the American Cancer Society the 
recent annual meeting the organization held New York 


City. Two Californians were reelected the board di- 


rectors—Dr. Wendell Stanley, director the University 
California Virus Laboratory Berkeley, and 
Parmer Fuller, Jr., Hillsborough. 


* 


Stanford University School Medicine will present its 
annual postgraduate conference ophthalmology from 
Monday, March through Friday, April 1958. Registra- 
tion will open physicians who limit their practice 
the treatment diseases the eye, eye, ear, nose and 
throat. Registration will limited physicians. 

Instructors will Dr. Dohrmann Pischel, Dr. Jerome 
Bettman, Dr. Max Fine, Dr. Earle McBain and Dr. 
Arthur Jampolsky. 

Programs and further information may obtained from 
the office the Dean, Stanford University School Medi- 
cine, 2398 Sacramento Street, San Francisco 15. 


* * * 


The American Psychiatric Association will hold its 
1958 annual meeting San Francisco, May 16. Fur- 
ther information may obtained from Mr. Austin 
Davies, executive secretary, 1270 Avenue the Americas, 
New York, from Dr, Alfred Auerback, chairman ar- 
rangements, 450 Sutter Street, San Francisco. 


The Hawaiian divisional meeting the American Psy- 
chiatric Association will held May 22, 1958, 
Honolulu. Dr. Alfred Auerback can also addressed for 
information this meeting. 
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Dr. Horace Klabunde San Francisco was elected 
vice-president the American Society Plastic and Re- 
constructive Surgery the organization’s annual meeting 
last month San Francisco. this post Dr, Klabunde 
line for the presidency two years. Installed president 
the meeting was Dr. Wallace Steffensen Grand 
Rapids, Michigan. 


* * 


Dr. Francis Chamberlain San Francisco was 
elected president-elect the American Heart Association 
the recent annual meeting Chicago. Dr. Chamberlain 
past the California Heart Association and 
the San Francisco Heart Association. 


Two grants aid cancer research were announced 
recently—one the Damon Runyon Memorial Fund for 
member the Stanford faculty and the other the Ameri- 
can Cancer Society support project the University 
California School Medicine. Dr. William Creger, asso- 
ciate professor medicine Stanford University School 
Medicine was awarded $12,000 the Runyon Fund con- 
tinue research the possible relationship between gastric 
cancer and the various blood groups, The Cancer Society’s 
grant, $4,500, was made Dr. Theodore Althausen, pro- 
fessor medicine C., for research tumors the 
thyroid and pituitary gland rats. 


GENERAL 


Dr. Carrol Andrews Sonoma was elected president- 
elect the California Academy General Practice when 
the group held its Ninth Annual Scientific Assembly Los 
Angeles, November Dr. Antonio Franzi San 
Francisco was installed president, succeeding Joseph 
Telford San Diego. 


Other officers elected were Dr. Burt Davis Palo 
Alto, speaker the congress, and Dr. Ralph Bennett 
Los Angeles, vice-speaker. Dr. Alison Cary, Morgan Hill, 
was elected delegate the American Academy General 
Practice, and Dr. Daniel Tobin, Sacramento, alternate. 
New directors named were Dr. Harry Ventura, 
and Dr. Alexander Fraser, San Francisco. 

The Academy’s tenth annual scientific assembly sched- 
uled for San Francisco October, 1958. 

* * 


New members who enroll the United States Committee 
the World Medical Association before the end this 
year will have their membership credited the 1958 cal- 
endar year, according recent announcement from James 
Bryan, membership director. Mr. Bryan said that 725 new 
members had been enrolled October this year. 

The American Academy General Practice will hold 
its tenth annual scientific assembly Dallas, March 
27, 1958. The Academy’s policy-making Congress Dele- 
gates will convene p.m., Saturday, March 22, two days 
before the opening the scientific assembly. 

* * * 


Dr. Merle Cosand, health officer San Bernardino 
County, was elected president the California Conference 


Local Health Officers its meeting San Francisco, 


October 24. succeeds Dr. Ellis Sox, San Fran- 
cisco public health director. Dr. Henrik Blum, Contra Costa 
County health officer, was elected vice-president, and Dr. 
Everett Stone, health officer Riverside County, was elected 
secretary. 


The Bureau Old-Age and Survivors Insurance, Social 
Security Administration, has announced vacancies for full- 
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time and part-time medical consultants its Division 
Disability Operations. The Division responsible for 
making determinations disability under the disability in- 
surance provisions the Social Security Act. These posi- 
tions are available the headquarters offices Baltimore, 
Maryland. 


The full-time positions are under Civil Service and incum- 
bents will receive all Federal Civil Service benefits such 
retirement, life insurance, and vacation and sick leave privi- 
leges. The salary range $10,065 $11,395 year depend- 
ing the individual’s qualifications. The salary 
time positions paid per diem basis. 


Physicians interested either full-time part-time posi- 
tions may get further information writing Dr. Arthur 
Price, Chief Medical Consultant, Division Disability 
Operations, 200 West Baltimore Street, Baltimore Mary- 
land. 


* * 


The City Hope Medical Center Duarte has announced 
the availability Frank Chance Memorial fellowships 
hematology. The fellowships are intended provide 
unusual opportunity study and manage large number 
patients with various blood dyscrasias, with particular em- 
phasis being placed leukemias and lymphomas, the an- 
nouncement said. Candidates must graduates recog- 
nized American Medical Association approved medical 
schools and preference will given those who have com- 
pleted are the process completing two years post- 
graduate training medicine. The fellowships will for 
period one year and may renewed for second year. 
The salary stipend depends previous training. The mini- 
$4,800. Maintenance will also provided. Inquiries 
should addressed Edward Shanbrom, M.D., City 
Hope Medical Center, Duarte, California. 


POSTGRADUATE 
EDUCATION NOTICES 


THIS BULLETIN the dates postgraduate education 
programs and the meetings various medical organ- 
izations California supplied the Committee 
Postgraduate Activities the California Medical Asso- 
ciation. order that they may listed here, please 
send communications relating your future medical 
surgical programs to: Mrs. Margaret Griffith, Director, 
Postgraduate Activities, California Medical Association, 
417 South Hill Street, Los Angeles 


UNIVERSITY CALIFORNIA LOS ANGELES 


Management Surgical Emergencies. Thursday, 
January 23, 1958. Six 
Disorders Fluid and Electrolyte Metabolism, Eti- 


ology and Management. Tuesdays, February 
May 13, 1958. Twenty-four 


General Surgery. Wednesday, starts 26. 
Twenty-four 


Symposium Connective Tissue Dis- 
eases. Friday and Saturday, March and 15, 1958. 
Nine 


announced, 
*Hours and Fees announced. 
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Recent Advances Clinical Hematology. Wednesday. 
Date announced. Six 


Contact: Thomas Sternberg, M.D., Assistant Dean for 
Postgraduate Medical Education, U.C.L.A., Los An- 
geles 24. BRadshaw 2-8911, Ext. 202. 


UNIVERSITY CALIFORNIA, SAN FRANCISCO 


Psychiatry. Mount Zion Hospital, Thursday Sunday, 
January 12.* 


Newborn Medicine (Physicians). Monday and Tues- 
day, January and 14. Fourteen hours. Fee: $40.00. 


Newborn Medicine (Nurses). Wednesday, January 15. 
Seven hours.t 


Ophthalmoscopy General Practice and Pediatrics. 
Wednesday and Thursday, January and 16, 1958. 
Fourteen 


Postgraduate Dermatology Clinic. Friday and Satur- 
day, January and 18, 1958. Fourteen 


Nontraumatic Emergencies. Franklin Hospital, Friday 
and Saturday, January and 18. Fourteen hours. Fee: 
$40.00. 


Seminars Hematology. Children’s Hospital, Satur- 
day, January 25. Seven hours. Fee: $12.50. 


Patho-Physiology the Gastrointestinal Tract. Sun- 
day through Tuesday, January through 28, 1958. 
Seventeen hours.t 


Postgraduate Seminars Pharmacy. Thursday 
Saturday, February 15. Fifteen hours. Fee: $25.00. 


Medical (Herrick Hospital, Berkeley). 
Thursday through Saturday, February 20, and 22. 
Twenty 


Course for Physicians General Practice. Monday 
through Friday, February 28, 1958. Thirty-two 


Children’s Hospital Medical Seminar. Saturday, March 
29.* 


Fundamental Principles Radioactivity and the Di- 
agnostic and Therapeutic Uses Radioisotopes. 
Two three month course limited one enrollee per 
month, Per month, $250.00. 


Contact: Seymour Farber, M.D., Head, Postgraduate 
Instruction, Office Medical Extension, University 
California Medical Center, San Francisco 22. MOntrose 
4-3600, Ext. 665. 


STANFORD UNIVERSITY SCHOOL MEDICINE 


Morning Clinical Conferences, each Monday, Room 
515. Contact: Pischel, M.D., Professor, Division 
Ophthalmology, Stanford University School Medicine, 
2398 Sacramento St., San Francisco 15. 


UNIVERSITY SOUTHERN CALIFORNIA, 
LOS ANGELES 


Cardiac Resuscitation. Sponsored the Los Angeles 
County Heart Association each Wednesday throughout 
the year, p.m. Residents admitted without fee. 
Tuition for all other physicians: $30.00. (Each session 
all-inclusive.) 


Basic Home Course Electrocardiography. One year 
Postgraduate Series, electrocardiogram interpretation 
mail, Physicians may register any time and receive 
all issues. Fifty-two weeks, Fee: $100.00. 
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Advance Home.Course Electrocardiography. One 
year postgraduate series, electrocardiogram interpreta- 
tion mail. Fifty-two issues: $85.00. Physicians may 
register any time. 


Special Announcement: From August August 21, 
1958, the University Southern California School 
Medicine will hold postgraduate course Honolulu 
and board the S.S. Matsonia. The course will center 
around actual case histories, which will used em- 
phasize diagnostic and therapeutic features. 


Contact: Phil Manning, M.D., Director, Postgraduate 
Division, University Southern California School 
Medicine, 2025 Zonal Avenue, Los Angeles 33. CApital 


MEDICAL EVANGELISTS 


Vue-Vox Postgraduate Refresher Courses. Courses 
are made four more half-hour lectures each, 
recorded hi-fi magnetic tape and illustrated 35- 
mm. filmstrips slides full color, and adapted for 
use any standard tape recorder and filmstrip slide 
projector, automatic manual. 


Contact: Paul Foster, M.D., chairman, 
Audio-Visual Courses, College Medical Evangelists 
School Medicine, 316 North Bailey St., Los Angeles 
33. 


CALIFORNIA MEDICAL ASSOCIATION 
POSTGRADUATE COURSES 


POSTGRADUATE INSTITUTES—1958 


San BERNARDINO, RIVERSIDE AND ORANGE ca- 
operation with College Medical Evangelists, Arrow- 
head Springs Hotel, San Bernardino County, February 
and 14, 1958. Chairman: Elmer Carlson, M.D., 
756 Euclid Ave., Ontario. 


West Coast cooperation with UCLA School 
Medicine, Golden Bough Theater and Playa 
Hotel, Carmel, March and 1958. Chairman: Howard 
Miles, M.D., 535 Romie Lane, Salinas. 


San cooperation with Stan- 
ford University School Medicine, Hotel Californian, 
Fresno, March and 21, 1958. Chairman: Henry 
Tiesche, M.D., 1759 Fulton St., Fresno. 


Coast cooperation with USC School 
Medicine, Hoberg’s Resort, Lake County, April 10, 
and 12, 1958. Chairman: Alfred Thurlow, Jr., 
M.D., 185 Sotoyome Ave., Santa Rosa. 


Contact: One the chairmen listed above, Mrs. Mar- 
garet Griffith, Director, Postgraduate Activities, Cali- 
fornia Medical Association, 417 So. Hill Street, Los 

Angeles 13. Madison 6-0683. 


Dicest nonprofit subsidiary the 
C.M.A., now offers (on subscription basis) series 
hour-long tape recordings designed keep the physi- 
cian abreast current happenings his particular 
field. Composed practice-useful abstracts from 600 
leading journals, with short lectures and editorial com- 
ments from prominent physicians, Audio Digest offers 
programs covering general practice, surgery, internal 
medicine, obstetrics and gynecology, and pediatrics. 

Contact: Claron Oakley, editor, 1919 Wilshire Blvd., 

Los Angeles 57. 
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Medical Dates Bulletin 


JANUARY MEETINGS 


Society, Dinner Meeting, Uni- 
versity Club, Los Angeles, January 15, 1958, 6:30 p.m. 
Guest speaker: Dr. Edmund Keeney, Medical Director, 
Scripps Clinic and Foundation. Contact: Robert Shir- 
ley, M.D., secretary, 11633 San Vicente Blvd., Los Ange- 
les 


SouTHERN CALIFORNIA CHAPTER, AMERICAN COLLEGE 
Annual Meeting, Mirador Hotel, Palm 
Springs, January 17, and 19, 1958. Contact: Max 
Gaspar, M.D., secretary-treasurer, 211 Cherry Avenue, 
Long Beach 


CALIFORNIA CONFERENCE HEALTH Annual Meet- 
ing, Bakersfield Hacienda, Bakersfield, January and 
February Contact: Glenn Gillette, California Medical 
Association, 450 Sutter St., San Francisco 


Orance County Heart 1958 Annual Sym- 
posium Heart Disease, January 25, all day, Disney- 
land Hotel, Anaheim. Contact: Howard Buswell, ex- 
ecutive director, Box 1704, Santa Ana. 


FEBRUARY MEETINGS 


ALAMEDA County Sixth Annual Post- 
graduate Symposium, “Dynamics Metabolic and En- 
docrine Disease,” main auditorium, Highland Alameda 
County Hospital, Oakland, February 17, and 19, 1958. 
Contact: Kinsell, M.D., director, 2701 Fourteenth 
Avenue, Oakland 


Session, February 21, Shirley-Savoy Hotel, Denver. 
Contact: Harvey Sethman, executive secretary, 835 
Republic Bldg., Denver 


Los Tenth Annual Mid- 
winter Conference, Biltmore Hotel, Los Angeles, Febru- 
ary and 23, 9:30 a.m. Contact: John Eaton, M.D., 
secretary-treasurer, Madison Ave., Pasadena 


MARCH MEETINGS 


INTERNATIONAL COLLEGE SuRGEONS 23rd Annual Con- 
gress and Canadian Sections 11th Biennial In- 
ternational Congress, March 13, Hotel Ambassador, 
Los Angeles. Contact: los Reyes, M.D., general 
chairman, 2010 Wilshire Blvd., Los Angeles 57.. 


ing, March 22, Del Monte Lodge, Del Monte, 
fornia. Contact: Benjamin Edwards, M.D., 2200 
Santa Monica Blvd., Santa Monica. 


APRIL MEETINGS 


CALIFORNIA TUBERCULOSIS AND HEALTH ASSOCIATION, 
FERENCE TUBERCULOSIS Annual Meeting, 
Sheraton-Palace Hotel, San Francisco, April through 
12, 1958. Contact: Daggett, director public infor- 
mation, 130 Hayes Street, San Francisco HEmlock 
1-8771. 


and 12. Roosevelt School Auditorium, Fresno. 
Contact: Valley Children’s Hospital, Fresno. 
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AMERICAN COLLEGE OBSTETRICIANS AND GYNECOLOGISTS, 
April 23, Los Angeles. Contact: John Ullery, 
M.D., secretary, South Clark St., Chicago 


AcADEMY Annual Spring Ses- 
sion, Hotel Statler, New York City, April 23. Con- 
tact: Becker, business manager, 1801 Hinman 
Ave., Evanston, 

AMERICAN Society INTERNAL Annual Meet- 
ing, April and 27, 1958, Chalfonte-Haddon Hall, At- 
lantic City, New Jersey. Contact: Claude Callaway, 
M.D., secretary-treasurer, 490 Post Street, San Fran- 
cisco 

Annual Meeting, Am- 
bassador Hotel, Los Angeles, April 30. Contact: 
John Hunton, executive secretary, 450 Sutter San 
Francisco Clancy, director, Public Relations, 
417 South Hill St., Los Angeles 13. 


SPRING AND SUMMER MEETINGS 


May 20, Huron, South Dakota. Contact: John 
Foster, executive secretary, 300 First National Bank 
Building, Sioux Falls, 

Annual Meeting with Canadian Public Health As- 
sociation, May 23, Vancouver, Contact: 
Mrs, Amy Darter, secretary-treasurer, 2151 Berkeley 
Way, Berkeley 


AMERICAN LARYNGOLOGICAL May 20, 
San Francisco. Contact: James Maxwell, M.D., sec- 
retary, University Hospital, Ann Arbor, Michigan. 


May 
23, San Francisco. Contact: Johnson Putney, 
M.D., secretary, 1719 Rittenhouse Square, Philadelphia, 
Pa. 


Heart Annual Meeting, Scien- 
tific Session and Directors Meeting, Hacienda Motel, 
Fresno, May 25. Contact: Keith Thwaites, ex- 
ecutive director, 1428 Bush St., San Francisco. 


Meeting, June 22, San Francisco. Contact: Mr. 
Murray Kornfeld, executive director, 112 East Chestnut 
St., Chicago 11, 


Association Annual Meeting, June 
27, San Francisco. Contact: American Medical 
Association, 535 North Dearborn St., Chicago 10. 


Angeles. Contact: Norman Nigro, M.D., secretary, 
Peterboro St., Detroit Michigan. 


WasHINGTON Annual Con- 
vention, September 17, 1958, Spokane, Washing- 
ton. Contact: Ralph Neill, executive secretary, 1309 
Seventh Ave., Seattle, Wash. 
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SPONTANEOUS AND HABITUAL 
Javert, M.D., Professor Clinical Obstetrics and Gyne- 
cology, College Physicians and Surgeons Columbia 
University. The Blakiston Division, McGraw-Hill Book 
Company, Inc., New York, 1957. 


During period seven years, ending 1954, Javert 
and his associates examined two thousand abortion 
mens the laboratory obstetric and gynecologic path- 
ology the New York Hospital, This monograph some 
400 pages largely analysis these specimens and 
the patients who produced them. certain amount 
“control” was exercised the study using therapeutic 
and unintentional abortion specimens for comparison. The 
data were coded punched cards and ultimately con- 
densed into tables and numerous graphs. 

The book divided into five sections, the first which 
describes the methodology the study and the normal 
early development the conceptus, order provide 
certain amount background for understanding what fol- 
lows. Part two comprises about third the volume and 
describes the pathologic features abortions, with con- 
siderable emphasis defects the umbilical cord. The 
third section deals extensively with the clinical aspects 
abortion and stresses the apparent importance decidual 
hemorrhage causative factor. 

The fourth section, entitled “psychosomatology,” the 
piece resistance and here that Javert records his 
‘interesting views love, marriage, sex, and psychiatry. 
includes his overwhelmingly successful formula 
hands) for preventing habitual abortion—a scheme revolv- 
ing around vitamins and and item labeled 
(tender loving care). Peace and tranquility are prescribed, 
but hot baths, girdles, mineral oil and coitus are forbidden. 
The author admits has never used placebos place 
the vitamins and excuses himself part the ground that 
“in some drug stores placebos actually cost more than the 
vitamins!” This part the book must read with tongue 
cheek, because suspect this was the mood the author 
when much was written. 

The volume contains nearly 200 illustrations, most 
which are excellent photographs and photomicrographs 
the laboratory material. There are about fifty cartoon-like 
line drawings used illustrate various psychological and 
clinical situations; these have certain degree effective- 
ness teaching, but many may consider them undesirable 
seemingly serious scientific publication. The book ends 
with brief epilogue which offered lieu chapter 
summaries, feature which the author avoided lest the 
reader deprived making his own deductions. There 
extensive bibliography with more than 500 entries, and 
adequate index. This monograph recommended 
obstetricians and pathologists particular, and the short 
section trauma cause abortion should memo- 
rized attorneys who deal with personal injury claims. 


McLennan, M.D. 
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MANAGEMENT THE PATIENT WITH HEAD- 
ACHE—Perry MacNeal, M.D., F.A.C.P., Physician 
Pennsylvania Hospital, Assistant Professor Clinical 
Medicine, Jefferson Medical College; Bernard Alpers, 
M.D., (Med.), F.A.C.P., Professor and Head the 
Department Neurology, Jefferson Medical College; and 
William O’Brien, M.D., F.A.P.A., Psychiatrist and Head 
the Department Psychiatry, Pennsylvania Hospital; 
Instructor Psychiatry, Jefferson Medical College. Lea 
Febiger, Philadelphia, 1957. 145 pages, $3.50. 


This book has its objective, according the dust 
jacket, the presentation knowledge which will permit 
family physicians, internists, psychiatrists, neurologists and 
others face with confidence any patient whose chief com- 
plaint headache. The presentation the subject such 
varied audience such small compass presents, 
afraid, insuperable difficulties, and this fear not dispelled 
reading the book. The second chapter dealing with psy- 
chological mechanisms head pain and presented man- 
ner consistent with orthodox psychoanalytic concepts will 
perhaps unpalatable large number readers who 
may further. The reviewer, not fortunate, finds, 
however, the later chapters the book many portions 
which would quite helpful the internist and general 
practitioner. unlikely that the information therein con- 
tained would come news either the neurologist psy- 
chiatrist. The presentation something the style the 
now popular “do yourself” article. Although can 
read with profit any physician, one should not dis- 
appointed if, even after this reading, the treatment head- 
ache remains most puzzling and difficult matter. 


Henry Newman, M.D. 
* ¢ 


SCOVILLE’S—THE ART COMPOUNDING—Ninth 
Edition—Glenn Jenkins, Ph.D., Dean and Professor 
Pharmaceutical Chemistry, Purdue University; Don E. 
Francke, D.Sc., Chief Pharmacist, University Hospital, 
University of Michigan, Ann Arbor, Michigan; Edward A. 
Brecht, Ph.D., Dean and Professor Pharmacy, Univer- 
sity North Carolina; and Glen Sperandio, Ph.D., As- 
sociate Professor of Pharmacy, Purdue University. The 
Blakiston Division, McGraw-Hill Book Company, Inc., 
New York, 1957. 551 pages, $11.00. 


The ninth edition Scoville’s “The Art Compound- 
ing” probably less interest Practicing Physicians 
than the first edition may have been 1885. This due 
the fact that physicians longer “compound” their pre- 
scriptions, And since many prescriptions today are less com- 
plex than they were the last half the last century, the 
average pharmacist (unless working manufactur- 
ing pharmacist), has less occasion follow the complex 
formulations the past. 

“The Art Compounding” intended reference and 
textbook for practicing pharmacists, and such schools 
pharmacy, would appear well suited fulfill this 
need. But sense, would the average practicing physi- 
cian find great use for reference this sort, however ad- 
mirable may for its primary purpose. 
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UROLOGICAL SURGERY—Third In- 
gram Dodson, M.D., F.A.C.S., Richmond, Virginia. Profes- 
sor of Urology, Medical College of Virginia. The C. V. 
Mosby Company, St. Louis, 1956. 868 pages, $20.00. 


This the latest edition what has long since become 
the standard textbook the technical details urological 
surgery. ‘As explained the author his Preface the 
First Edition, does not pretend complete treatise 
urology, but rather surgical supplement the nu- 
merous other existing texts. Naturally there necessar- 
ily some background discussion anatomy 
ogy, but far the major part the text limited de- 
scriptions surgical principles and techniques. Space limi- 
tations not permit detailed description all modifica- 
tions the various procedures. quotes Marchetti with the 
statement that has found “approximately 95” surgical 
methods for the cure stress incontinence. For each condi- 
tion, however, Dodson does describe adequately those meth- 
ods which has found most valuable his everyday 
practice. 

Though the size the volume has been increased this 
edition, the author has found necessary omit some non- 
surgical subjects included the former editions, order 
include more recent developments surgical technique, 
including the surgical diagnostic arteriog- 
raphy and retroperitoneal air injection. Several chapters are 
contributed men whom Dodson describes “more ca- 
pable than discuss particular subjects.” might 
expected these chapters are not limited exclusively the 
surgery the disease under discussion, but they are all 
clear and concise presentations. 


Not all the more recent developments urological 
surgery are described complete detail, but rule the 
reference the original description the operation in- 
cluded the bibliography. One excellent example the 
four line reference the Culp pelvic flap modification 
Foley’s plastic operation the ureteropelvic junction. The 
author also apparently rejects the recent tendency omit 
the ureteral splint and the nephrostomy essential parts 
these operations. All approaches surgery the prostate 
are included, and the discussion seems eminently fair. 


The form the book and the organization the material 
not differ materially from previous editions. The illustra- 
tions are excellent, and for the most part serve illuminate 
the text effectively. Numerous pictures are essential 
book this kind clarify the descriptions the various 
steps technique, and probably even more them would 
have been acceptable. 


the this new edition worthwhile improve- 
ment book that was already very superior work. There 
doubt that Dodson and will continue the out- 
standing text the technique urological operations and 


absolute “must” for the library the practicing urologist. 
highly recommended. 


* & 


PRINCIPLES SURGICAL PHYSIOLOGY—Harry 
Davis, M.D., C.M., F.A.C.S. Clinical Professor of Surgery 
and Director of Surgical Research, College of Medical 
Evangelists; Paul B. Hoeber, Inc., Medical Book Depart- 
ment of Harper & Brothers, 49 East 33rd Street, New 
York 16, Y., 1957. 841 pages, $20.00. 


Ten years ago there were books available written un- 
der the title Surgical Physiology. the past five years, 
however, three books have appeared entitled Surgical Physi- 
ology, namely those Nash, Zimmerman and Levine, and 
now the present book Davis. All three these books are 
good, but the present work has certain appealing features 
and advantages. written single author who pre- 
serves continuity thought, style, and expression 
high order throughout the entire volume. Better perspective 
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and more equitable emphasis the field general sur- 
gery thereby obtained. The orientation the book 
towards the basic physiologic and biochemical facts which 
form the basis our concepts modern surgery. 


Part the book devoted the general problems 
surgery, including fluids, electrolytes, metabolism, and tissue 
transplantation. Part takes each system turn, and 
surgical specialties are handled perspective clearly re- 
lating their special knowledge the general principles 
surgery. Technique not discussed, but the rationale for 


various proposed techniques surgery are clearly evaluated 
and defined. 


The style clear, concise, and lucid. The illustrations are 
few, but numerous diagrams are offered simplify and 
guide the reader through complex physiological 
chemical mechanisms. The reference lists are well chosen, 
and the author congratulated bringing the latest 
physiological and biochemical concepts the surgeon. This 
book will help bridge the inevitable gap which results be- 
tween the rapid development basic and clinical aspects 
medicine and surgery. The bridging this gap leads 
clearer surgical thinking and sounder clinical care sur- 
gical patients. The book can highly recommended stu- 
dents, house officers, and practicing surgeons who desire re- 
education the basic concepts surgery. 


Victor M.D. 
* * * 


ORAL DIAGNOSIS AND TREATMENT (ORAL MEDI- 
CINE) Third Edition—A Textbook for Students and Prac- 
titioners Dentistry and Medicine—Samuel Charles Miller, 
D.D.S., F.A.C.D., F.A.D.M., Professor Periodontia and 
Oral Medicine, New York University College Medicine. 
The Blakiston Division, McGraw-Hill Book Company, New 
York, 1957. 977 pages, 577 black and white illustrations 
and 30 color plates, $16.00. 


This book well written and carefully compiled and 


more value the dentist than the physician. However 


there are parts which are great value the physician, 
particularly those dealing with diseases and deformities 
the head and neck. 

The chapter Diagnosis Lesions the Lip and Mouth 
most thorough. The chapter Head Pain complete 
and instructive and great help diagnosis. There 
chapter diseases the mouth and adnexa children 
and also one dental conditions children. The chapter 
Diseases the Mouth and Oral Mucous Membranes 
most instructive. The section Roentgenographic Inter- 
pretation most instructive and well done. Surgical manage- 
ment oral disease quite completely covered except for 
the technic special surgical procedures such cleft lip 
and palate. 

The next section the book Periodontal Disease and 
lesions the hard structures the teeth and prosthetics 
occupies least one-quarter the book and interest 
primarily the dentist. There good chapter Diag- 
nosis and Treatment Diseases the Salivary Glands. 
After consideration salivary analyses and caries control, 
there section manifestations metabolic and en- 
docrine dysfunction, followed oral and dental diseases 
occupational origin; aviation dentistry and laboratory 
tests oral diagnosis. 

This book filled with many photographs. The color 
photographs, which there are considerable, are outstand- 
ing. The black and white photographs are good but are not 
class with the color photographs for accurate deline- 
ation pathological conditions. 

This book great value the oral surgeon and the 
dentist and definite value those who work about 
the head and mouth. 
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